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Available in a large variety of 
sizes and forms, including: 
Surgical sponges 

Compressed surgical sponges 
Dental packs 

Gynecologic packs 

Nasal packs 

Prostatectomy cones 

Tumor diagnosis kit 


absorbable 


hemostat: 
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A Sanitarium for Rest Under Medical Supervision, and Vreatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is stiuated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 


of-doors. 
Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 


an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluif Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


Dignified and Professional in Appearance 
Built for Practicability and Convenience 


Very Roomy and Everything in Full 
View When Open 


bottle loops on one side. Case is fully lined with 
washable plastic coated fabric. Frame is of heavy 
angle steel for extra strength and has concealed 
locking device which locks the bag at both ends. A 
top turn lock instantly releases the lock and at the 
same time sets it so that it is in closing position. The 
bag can be securely locked against petty thievery 
Bag has full leather drop type handles and extra 


protective leather corners 


Sizes 15’’ and 17” 


WINCHESTER 


**CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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DOCTORS HAVE TO MAKE ENDS MEET, TOO... 


THAT IS WHY THEY SUPPORT AND WORK WITH THE NON. 
PROFIT MEDICAL-SOCIETY-SPONSORED BLUE SHIELD’ PLAN 
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ADVERTISEMENTS 


Meat... 


and the Therapeutic Value 
of Adequate Protein 


Much evidence can be cited in favor of a high protein intake after surgery, 
trauma, infection, or burns. In supporting the many anabolic and defense mech- 
anisms of the organism in physiologic stress,' high-quality protein—such as that 
of meat—assumes the status of an important therapeutic agent.? 

Phagocytic activity,* formation of antibodies,‘ and rapid healing of wounds® 
are favorably affected by ample protein nutrition. Remission of peptic ulcer,* 
improved resistance to infectious disease, and maintenance of plasma proteins 
after surgery’ are other therapeutic effects attributed to an ample protein intake. 
In the management of ulcerative colitis, protein represents a primary need.* 
Recent advances in the treatment of extensive burns and of hepatic disease 


emphasize the value of high protein feedings.° 


These experimental and clinical findings establish the therapeutic value of 
high protein intake.'® To assure therapeutic protein adequacy, the dietary should 


provide a liberal margin of protein over normal requirements. 

Meat is an important source of high-quality protein, containing essential as 
well as nonessential amino acids. In addition, it supplies significant amounts of 
B group vitamins and of iron, phosphorus, and other needed minerals. 
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teaspoon dosage 
good taste 


effective therapy 


Supplies 250 mg. 
of pure crystal. 
line. Terramycin 

(FLAVORED) teaspoonful — 
unexcelled for 


patients young 
and old. fi, 
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DON'T miss APPEARING REGULARLY IN THE J. A. M. A. 
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DIGITALIZATION 


N D Digitalis 
A (Davies, Rose) 
0.1 Gram 
(aporer. 1% grains) 
CAUTION: 
ita preter. 


Pil. Digitalis (Davies, Rose) 
0.1 Gram (approx. 1'¢ grains) 
Physiologically Standardized 


. provide the physician with an effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation 
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dependable"Davies, Rose’whole leaf route. 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Company, Limited Boston 18, Mass. 
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SULFACETAMIDE 


SULFADIAZINE 


SULFAMERAZINE 


the “extra advantage” 


in this triple sulfonamide is 


sulfacetamide 


TRICOMBISUL® (acet-dia-mer-sulfonamides-Schering) provides not only 


sulfadiazine and sulfamerazine — standard components 


of almost all triple sulfonamide mixtures — but also sulfacetamide. 


Sulfacetamide brings to the combination extremely high solubility, high 


bacteriostatic activity, and greater safety for the urinary tract. 
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Anterior cerebral artery 

Trank of corpus callosum 
Head of caudate nucleus 
Anterior communicating artery 


Middle cerebral artery 


Hypophysis 

. Posterior communicating artery 
. Superior cerebellar artery 

. Basilar artery 

. Internal cerebral vein 

. Choroid artery and vein 


. Choroid plexus of lateral 


ventricle 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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Olfactory nerve 
Optic nerve 
Oculomotor nerve 
Trochlear nerve 
Trigeminal nerve 
Abducens nerve 
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Acoustic nerve 
Glossopharyngeal nerve 
Vagus nerve 
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HYDROCHLORIDE CRYSTALLINE 


Aureo 


Intracranial Infections 


ECAUSE the urgency of intracranial infections frequently 
makes it desirable to begin treatment before the causative or- 
ganism can be determined, there is need for an agent exerting rapid 
action, which is also effective against a wide range of possible patho- 
gens. Aureomycin—with its ready penetration into the cerebro- 
spinal fluid and its broad antimicrobial spectrum—fills this need 
pre-eminently well. It is particularly useful in infections resistant 
to penicillin and streptomycin, and has been used successfully in 
meningitis caused by E. coli, A. aerogenes, Ps. aeruginosa, H. influ- 
enzae, staphylococci, pneumococci, Klebsiella pneumoniae, Str. 
fecalis, the typhoid bacillus, Salmonella bareilly, Listeria monocy- 
togenes, and Moraxella lwoffi. In meningoencephalitis complicating 
brucellosis and in encephalitis complicating typhoid, paratyphoid 
and pertussis infections, aureomycin has proven effective. Impres- 
sive clinical improvement has been achieved with aureomycin 
therapy, after other antibiotics proved unavailing,in infected intra- 
cranial hemorrhage, subdural abscess caused by A. aerogenes, and 
brain abscess caused by staphylococci, pneumococci, and E. coli. 


PackaGes: Capsules: 50 mg.—Vials of 25 and 100; 100 mg.—Vials of 25 and bottles of 100; 250 
mg.—Vials of 16 and bottles of 100. Ophthalmic Solution: Vials of 25 mg.; solution prepared by 
adding 5 cc. distilled water, 


LEDERLE LABORATORIES DIVISION 


Cyanamid company 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


A bibliography of 57 selected references will be mailed on request. 
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Relaxed 
but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 


Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 


Sedative: 
32 mg. (2 grain) and 
new 50 mg. (3% grain) 
Antiepileptic: 
0.1 Gm. (1% grains) 
and 0.2 Gm. (3 grains) 


WINTHROP-STEARNS INC. New York 18,N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephoborbitol 
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There’s a GE viewer just right for you! 


CIRCLINE — the best illuminator for DUOLINE — a lighter, less expensive EXPLOSION-PROOF for operating 
general use. Named for the famous unit, yet with excellent illumination rooms. Stainless steel throughout 
GE Circline Lamp that furnishes its from two straight General Electric and, like the other GE illuminators 
top-notch, uniform illumination, fluorescent lamps. shown, U/L approved. 


4-IN-1 lets you view four 14” 
x 17” films simuitaneously or 
separately with uniform light- 
ing. If desired, only one or two 
panels can be lighted. 


Yes, GE builds illuminators of every type. In addition 
to the four shown here, you can choose from 70 mm 


single-frame and stereo viewers... 4”"x5" and You can put your confidence in— 
4” x 10” single and orthostercoscopic viewers . . . GE 


High-Intensity viewers , , . dental viewers. For com- G C 
plete your nearest GE x-ray E N E R A L E LE T R l 


ative, or write 


Resident Representatives: 
Direct Factory Branch: WINSTON-SALEM — N. E. Bolick, 1314 Sunset Drive 
CHARLOTTE — 210 S. Church Street WILSON — A. L. Harvey, 1118 W. Vance Street 
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Highly effective + Well tolerated ‘ Imparts a feeling of well-being 


Thousands of physicia 
prefer “Premarin” for the 


treatment of the menopause. 


Estrogenic Substances (water-soluble) 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 
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Ovalti 


a broad 


When anorexia interferes with the in- 
take of needed foods in adequate 
amounts, the resultant etfect on the 
nutritional status of the patient is con- 
siderably more apt to involve deficiency 
in several nutrients than in one particu- 
lar nutrient. In consequence, unpre- 
dictable subclinical deficiency states 
may arise, which can seriously impede 
convalescence. Hence when anorexia 
is present, it is good prophylactic 
therapy to prescribe a dietary supple- 
ment of broad nutrient spectrum, capa- 
ble of improving the intake of virtu- 


ally all indispensable nutrients. 


spectrum 
ary supplement 


The dietary supplement Ovaltine in 
milk enjoys long-established usage in 
clinical practice. As is evident from the 
appended table, it supplies notable 
amounts of virtually all nutrients known 
to take part in metabolism. Its bio- 
logically complete protein provides an 
abundance of all the essential amino 
acids. It is delightfully palatable, eas- 
ily digested, bland, and well tolerated. 

Ovaltine is available in two varieties, 
plain and chocolate flavored, giving 
choice according to preference. Serv- 
ing for serving, both varieties are virtu- 
ally alike in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 
n e (Each serving made of 2 0z. of Ovaltine and 8 fl. oz. of whole milk) 
MINERALS VITAMINS 
0.15 me PANTOTHENIC ACID .......... 3.0 me 

*PROTEIN (biologically complete). 32 Gm. 

*CARBOHYDRATE 65 Gm. 

*LIPIDS ; 30 Gm. 

*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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be snre to take your VITAMINS!’ 


When the management of heart disease 

requires caloric or salt restriction, vitamin intake may 
be decreased because of unpalatability or inadequate 
volume of food. A balanced vitamin preparation 
offers a dependable method for guarding 


against such an eventuality, 


MERCK Inc., Rauway, N. J.—asa pioneer manufacturer of Vitamins—serves 
the Medical Profession through the Pharmaceutical Industry 


OQMerck & Co., Inc. 
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Specializing in the Treatment of l-oholism 


THE KEELEY INSTITUTE 

Aa7 W. WASHINGTON ST PHONE 


GREENSBORO, N.C. 


MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION 
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WYDASE HAS MANY IMPORTANT ADVANTAGES 
IN EVERYDAY MEDICAL PRACTICE 


REDUCTION OF 
SIMPLE FRACTURES 


be 
LOCAL ANESTHESIA HYPODERMAL INJECTION 

OF CONTRAST MEDIA 


Wydase softens tissue hyaluronic acid. This spreads injected solutions and 
accumulations of transudates and blood, facilitating their absorption. 


Supplied: Vials of 150 and 1500 TR (turbidity-reducing) units. 


Wye Lyophilized 


Wydase 


Hyaluronidase 


Important Note: Wydase is now Council-accepted for use in management of renal lithiasis 
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EXCELLENT GOOD FAIR Poor EXCELLENT GOOD 
SEVERE 
| Better Control 
: 2 for More Diabetics 
Striking improvement is shown in 
the control of 1.281 carefully 
2 studied diabetic patients who were 
given NPH Tletin (Insulin, Lilly) 


for comparison with prior Insulin 


2 management. Of the 1.281 cases 
2 522 were classified as severe, brit- 
: tle, or juvenile; 562 as moderate; 


and only 197 as mild. Although no 
single modification of Insulin can 
he expected to meet all the re- 
quirements for all patients, results 
with Tnsulin appear to be as 
good as, or often far better than, 


those obtained by other means. 


Graphs reproduced from Diabeles, 
1:4, p. 293. 


kli Lilly and Company 
Simplify diabetic management Indianapolis 6, Indiana, U.S.A. 


through improved time action, 


fewer injections with 


NPH Lilly 
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PRINCIPLES IN THE TREATMENT OF FRACTURES IN CHILDREN 


LENOX D. BAKER, M.D. 
and 
R. W. CooNRAD, M.D.* 


DURHAM 


This paper on fractures in children is the 
sixth presentation on fractures before this 
society by the Orthopaedic Division of the 
Duke University School of Medicine”. Like 
the previous papers, insofar as possible, it 
will cover those aspects of the subject that 
are of prime interest to the physician who 
may be called to treat fractures in the home 
or in his office. 

As a rule, fractures in children are easier 
to treat than comparable fractures in adults, 
and they do exceptionally well with ordinary 
care. In the child, the complications of non- 
union or delayed union are infrequent, and 
it is seldom that one sees fractures of the 
flat bones or the small bones of the hands or 
feet. Most fractures in children involve the 
long bones of the extremities. They are not 
difficult to reduce adequately, and the “mold- 
ing” factor which acts overtime during a 
child’s growing years aids in restoring func- 
tional alignment. With conservative care, 
there is every reason to achieve a perfect end 
result from almost every fracture. 

Blount’) coined a phrase: ‘‘Fractures in 
children are different” ; and in following this 
axiom he has led a crusade to prove the im- 
perative need for conservative care of the 
child who, in his active little life, has suffered 
such an injury. The various papers by Blount 
are recommended for close reading. The fun- 
damentals of the treatment of a fracture in 
a child are simple. Functional alignment, 
which is so easily obtained by simple traction 
or manipulation, is the one critical end re- 

Read before the section on VPediatries, Medical Society of 
the State of North Carolina, Pinehurst, May 7, 1852. 

From the Orthopaedic Division, Department of Surgery, Duke 
University School of Medicine, Durham. 


*Aided by Fellowship from the National Foundation for In- 
fantile Paralysis, Inc.. New York, New York. 


sult required. End-to-end apposition is not 
necessary and because of overgrowth may be 
undesirable. Skeletal traction, except under 
the most complicated circumstances, should 
not be necessary, and because of direct or in- 
direct damage to an epiphysis it should be 
avoided when possible. Surgery in children 
may be necessary in an occasional articular 
fracture, in fractures of the neck of the 
femur, and in certain relatively common iso- 
lated fractures about the elbow. Open re- 
duction of the shaft of a long bone in a 
child is inexcusable, however, and when re- 
sorted to by the promiscuous, “knife-happy,” 
incompetent surgeon is unforgivable. Such 
surgery, bred of igorance and born of poor 
judgment, results in tragedies of catastrophic 
proportions. 


Fractures of the Humerus 

Fractures of the humerus in children occur 
most frequently about the condyles, below the 
surgical neck, and through the upper epiphy- 
sis. Shaft fractures are not as common as 
they are in the adult, and involvement of the 
radial nerve is rarely seen. When shaft frac- 
tures occur, they can be best treated, as in 
the adult, by the hanging cast. The same is 
true of fractures about and below the surgi- 
cal neck. In this group of fractures, accurate 
reduction is not necessary and minimal over- 
riding is unimportant as it will be compen- 
sated by overgrowth. In using the hanging 
cast, care should be exerted to avoid distrac- 
tion. 

Slipped proximal humeral epiphyses may 
be adequately reduced by traction and manip- 
ulation and can be held by properly applied 
plaster of paris shoulder spicas (fig. 1). If 
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adequate reduction which allows for con- 
siderable displacement cannot be so obtained, 
simple side arm traction with rotation con- 
trolled will produce surprizingly good results. 
Open reduction is never justified. When at- 
tempted, it seldom produces a satisfactory 
reduction, results in limited motion, and may 
lead to aseptic necrosis of the epiphysis. 

Supracondylar fractures are common in 
children. They are usually caused by a fall 
on the outstretched upper extremity and 
are of the extension type. If seen early, before 
severe swelling occurs, manual traction fol- 
lowed by fixation at or about 90 degrees of 
flexion of the elbow will usually produce suf- 
ficient reduction and give excellent results. 
The better the reduction, the less likely will 
be vascular embarrassment. In the presence 
of adequate alignment and corrected rotation, 
moderate posterior displacement of the distal 
fragment is permissible (fig. 2). 

If severe swelling has occurred and there 
are signs of damage to the soft parts, fore- 
arm traction, which if needed may be sup- 
plemented by Dunlop’s sling, is the treat- 
ment of choice (fig. 3). If after 48 to 72 
hours of traction the swelling has subsided 
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and circulation is normal, gentle manipula- 
tion under anesthesia may improve the reduc- 
tion to where cast fixation can be used with 
good results (fig. 4). Rotation of the distal 
fragment is frequently difficult to correct and 
more difficult to control. Placing the fore- 
arm in mid-position between pronation and 
supination will, in the majority of cases, con- 
trol rotation of the distal fragment. Not in- 
frequently a body cast with a shoulder spica 
is needed to control this factor. 

Isolated fractures of the capitellum, troch- 
lea, or epicondyles are not attended necessar- 
ily by severe symptoms. Obvious distortion 
is minimal and function may be within a nor- 
mal range of motion. Displacement, however 
—especially that caused by rotation of the 
free fragment by muscle attachment—may be 
great. In young children, because of its car- 
tilaginous make-up, a completely displaced 
capitellam may not be easily discernible in 
the roentgenograms (fig. 5). It is difficult, 
if not impossible, to reduce this fracture. 
When reduction is possible, muscle pull may 
‘ause recurrence of the displacement. When 
reduction following one manipulation is un- 
satisfactory, open reduction and fixation are 


Fig. 1. (A) Fracture through upper humeral epiphysis in 10 year old boy, (B) treated by manipula- 
tion, side arm traction for five days, and (C) immobilization in light abduction shoulder spica cast for 


three weeks. 
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FRACTURES IN CHILDREN—BAKER AND COONRAD 


Fig. 2. Supracondylar fracture in 6 year old child treated by manipulation under anesthesia and 
cast. Minor amount of posterior displacement as shown is of no consequence as long as rotation is 


controlled. 


justified and indicated. When the capitellar_ 
fragment is not reduced, ncen-union results, | 
and with growth there occurs an increase in | 
the carrying angle that leads to poor func-. 
tion and possibly to delayed ulnar nerve_ 
palsy. Avulsion of the medical epicondyle is 
not as serious an injury as is the capitellar_ 
fracture. However, if displacement is de-— 
cided, open reduction is advisable, especially | 
if the epicondyle is displaced into the joint | 
or if there is ulnar nerve involvement. | 


Any of the fractures about the elbow, and + 
particularly supracondylar fractures, may be 
complicated by vascular impairment or nerve | 
injury. As a rule, such complications are the | 
result of the initial trauma. Prompt reduc- 
tion, preferably by traction and elevation, of- - 
fers the best prophylaxis against ischemic 
changes. if the radial pulse is present, it 
should be observed and care should be taken 
not to obliterate it by manipulation or by the 
positioning of the arm following manipula- 
tion. Blount'*’ has pointed out that if the 


Fig. 3. Side arm traction for small child using 
side of bed for counter traction. In (A) note use of 
pillow to avoid pressure on side of chest and in 
axilla. (B) illustrates Dunlop’s counter traction 
used to correct posterior displacement of distal 
fragment. 


Fig. 4. Supracondylar fracture in a child treated with side arm traction for 10 days, followed by a 
cast. This type of fracture, especially when swelling is excessive, is best treated by traction. Efforts 
at manipulation followed by plaster fixation are usually futile. 
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Fig. 5. Fracture in a child with displacement of 
the capitellum. (A) shows the difficulty of diag- 
nosis without lateral roentgenograms. Manipulation 
is unsatisfactory, Open reduction is indi- 
cated. 


pulse is absent before treatment but the cap- 
illary circulation is good, with due care and 
observation the pulse may be more or less 
disregarded, and that an absent radial pulse 
in the presence of good capillary circulation 
is not an indication for exploration. He feels 
that the most significant warnings of im- 
pending disaster are pain in. the hand and 
swelling, coldness, cyanosis, or pallor of the 
fingers, and that the most important of these 
is pain. In the presence of circulatory embar- 
rassment, all constricting bands (which 
should not be present in the first place) 
should be removed and ice bags applied. 
Prompt blocking of the sympathetic ganglion 
may be effective. Should symptoms continue 
to advance, one should not hesitate to explore 
the antecubital fossa and palmar aspect of the 
forearm for release of the fascia and evacua- 
tion of any hematoma that may be present. 
Delay is not to be tolerated, as irreversible 
changes may take place within a relatively 
short time. 


Fractures of the Forearm 

There is no fracture that better illustrates 
the difference in the treatment of fractures 
in children and in adults than does fracture 
of the neck of the radius. In the child, the 
fracture is usually attended by angulation, 
with displacement of the head toward the 
radial side of the forearm. In the adult, ma- 
nipulation and even surgery may have to be 
resorted to in order to get a satisfactory func- 
tioning forearm. In the child, angulations of 
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45 degrees or less may be manipulated, but 
not necessarily. The fracture heals rapidly, 
and it will be found that motility will return 
and the normal contour of the head and neck 
of the radius will be restored with growth. 
If the angulation is greater, closed reduction 
is indicated but is rarely successful. Open re- 
duction is permissible, but the rule “never 
remove the radial head in a growing child”’ 
must be observed. Removal of the radial head 
results in growth disturbance, shortening of 
the radius in comparison with the ulna, and 
a radial deviation of the hand. 

Monteggia’s fracture of the proximal third 
of the ulna with dislocation of the head of the 
radius, although rare in children, is another 
example of the difference between factures 
in children and in adults. In the child, in- 
ternal fixation of the ulna is not required as 
in the adult. If the dislocated head of the 
radius is reduced, the fracture of the ulna 
can be held satisfactorily by a well applied 
cast. 

Fractures of both bones of the forearm in 
the child are seen most frequently in the 
distal third. They may be of the greenstick 
variety. Some authors, including Blount, feel 
that angulations of less than 30 degrees in 
the lower third may be left unreduced. Others 
believe that the angulation should be cor- 
rected, but that end-on apposition is of no 
consequence. Angulated fractures in the cen- 
tral third of the forearm must be placed in 
proper alignment. Otherwise, limitation of 
pronation and supination is likely to result. 
Greenstick fractures at this level require 
anatomic reduction and normal alignment. 
These are not difficult to obtain with manip- 
ulation, but do require fracture of the op- 
posite cortex. In casting such fractures, the 
forearm should be put in mid-supination, the 
elbow should be placed at 90 degrees, and the 
cast should extend to the knuckles. If roent- 
genograms taken immediately following re- 
duction show that the angulation has not been 
corrected completely, follow-up roentgeno- 
grams should be made frequently, as the de- 
formity will increase within the cast (fig. 
6). Wedging of forearm casts in children 
should be avoided. It is better to apply trac- 
tion, re-manipulate, and re-cast. There is no 
justification for open reduction in these frac- 
tures. Re-manipulation after early formation 
of callus will usually result in satisfactory 
correction of any disalignment. Slight over- 
riding is not objectionable. Side-to-side 


= 
’ 

| \ We 

ibs 

i 

: 

| 

{ 
\ 
q 
q 


February, 1953 


rather than end-to-end apposition is accept- 
able. Proper alignment is the goal. 
Epiphyseal separation at the distal end of 
the radius in the child is comparable to a 
Colles’ fracture in the adult. Anatomic reduc- 
tion is to be desired. However, minor dis- 
placements are preferable to the results one 
is likely to get with open reduction. Any dis- 
turbance in the epiphyseal growth is likely 
the result of the trauma to the growing cells 
of the epiphysis at the time of the injury. 


FRACTURES IN CHILDREN—BAKER AND COONRAD 


Fig. 6. (A) Simple midshaft fracture of the ra- 
dius and ulna in a child, with displacement and angu- 
lation. (B) Treatment by manipulation and cast. 
(C) Open reduction is not warranted in forearm 
fractures, but frequent follow-up roentgenograms 
are necessary, as angulation may occur in the cast. 


Fractures of the Femur 

In the child, fractures of the femoral shaft 
usually occur in the middle third and are of 
the spiral type. There are two, and only 
two, acceptable methods of treatment—trac- 
tion and plaster fixation. In the child 3 years 
of age or younger, in whom the hamstrings 
have not yet shortened to the point where 
they prevent full 90-degree flexion of the 
hip when the knee is extended, Bryant’s over- 
head traction will give excellent results. 
Bryant’s traction is easy to apply, and the 
patient is easy to handle with such traction 
attached (fig. 8). Adduction of the proximal 
fragment can be controlled by increased trac- 
tion on the uninjured leg. 

Russell’s block and tackle traction is ree- 
ommended for the older children( fig 8). It 
is easy to care for the patient in either of 
these tractions. Hoke’s well leg traction (fig. 
9), although more difficult to apply, is an 
excellent method for handling femoral frac- 
tures in this age group. End-to-end apposi- 
tion of transverse fractures of the femoral 
shaft is not necessarily a desirable position. 
One can anticipate a centimeter or more of 
overgrowth in the injured extremity. Side- 
to-side apposition is satisfactory, and fre- 
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BRYANT'S TRACTION 


Rubber bonds 


“Ty: « 7 
slightly elevated 


Fig. 7. Bryant’s traction, illustrating a convenient 
portable method suitable for home use. It maintains 
traction and affords easy care of the child. 


RUSSEL'S TRACTION 
(Double Block Frinciple) 


Fig. 8. Russell’s traction is suitable for femoral 
shaft fractures in children. It is easy to apply and 
maintain. 


quently one sees more rapid union in this 
type of reduction than in the end-to-end re- 
duction (fig. 10). In using Russell’s trac- 
tion, the sling should be soft and so applied 
as to avoid peroneal nerve injury. The foot 
piece should be arranged to prevent external 
rotation. All pulleys should be well oiled, and 
the overhead pulley is best placed just above 
or just distal to the knee. 

In the young child, the Bryant’s traction 
may be of a portable type and the child may 
be treated in the home. Traction should be 
maintained until callus is present. Ordinarily, 
when the callus is no longer tender, immobili- 
zation by plaster may be used. 
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Fig. 9. Hoke’s well-leg traction, employing a uni- 
lateral spica cast, provides means of maintaining 
traction in fractures of the femoral shaft in chil- 
dren. To prevent the good leg from pulling up out 
of cast, it is often necessary to insert a Steinman 
pin in the good leg for counter-traction. 


A word of warning in regard to epiphyseal 
displacement in the lower end of the femur. 
It is frequently taught that such separations 
should be treated by manipulation and plaster 
immobilization with the knee flexed. This 
is not necessarily correct. One should ascer- 
tain the mechanism of the injury, and in most 
instances it will be found that the reduction 
can be best obtained by reversing these forces 
and immobilizing the extremity in a position 
opposite to that causing the injury. T frac- 
tures through the condyles of the femur with 
displacement usually require open reduction. 
Roentgenograms should be made in true A-P 
and true lateral planes. Otherwise, anterior- 
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posterior tilts of one or the other fragment 
may be missed. 

On occasion, particularly when there are 
skin abrasions about the injured extremity, 
skeletal traction may be necessary in treat- 
ing fractures of the femur. When this method 
has to be resorted to, one should keep in 
mind the dangers of epiphyseal damage, and 
the skeletal traction should be discontinued 
and skin traction substituted as soon as prac- 
tical. Occasionally circumstances may be such 
that cast treatment is necessary. If so, trac- 
tion should be maintained as the cast is ap- 
plied, the cast should be fitted well about the 
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Fig. 10. (A) Six weeks old fracture of shaft of 
femur treated with cast without proper check roent- 
genograms. (B) Following manipulation under an- 
esthesia and application of Russell’s traction, illus- 
trates restoration of satisfactory alignment and 
length, with side-to-side apposition. (C) Six weeks 
later good callus formation with early union. This 
type of reduction, although not anatomic, leads to 
good results. Surgery is contraindicated. 


pelvis, and one will find that reduction can 
be maintained best if the hip and knee are 
flexed at approximately 90 degrees. In apply- 
ing this type of cast, adequate but not bulky 
padding is required to avoid pressure over 
the hamstring tendons. 


Fractures of the Tibia 

As in the femur, the spiral type of fracture 
is most common. In the child, as a rule, there 
is little angulation or overriding. Simple cast 
fixation with the knee in flexion is sufficient 
in this type of fracture. 

In the transverse fracture where manipula- 
tion is required, reduction can be secured and 
maintained satisfactorily by applying the 
cast in two parts, the upper portion incorpo- 
rating the upper half of the leg and the thigh 
with the knee at 90 degrees, and the lower 
portion incorporating the foot and lower por- 
tion of the leg with the ankle at 90 degrees. 
Bulky padding should never be used, but 
adequate padding is necessary back of the 
knee, over the dorsum of the ankle and foot, 
and over the Achilles tendon and heel, After 
the two sections of the cast are well set and 
the patient is adequately anesthetized, trac- 
tion and manipulation can be carried out 
with ease, and when adequate reduction is 
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Fig. 11. Fixation for simple fractures of the clav- 
icle in children can be maintained in-most instances 
by a “figure-of-eight” stockinette bandage enclos- 
ing four layers of plaster of paris, as described by 
Pittman, 


secured, the two casts can be joined by ad- 
ditional plaster. Open reduction is never in- 
dicated in fractures of the tibia in children. 
In those cases where adequate reduction can- 
not be secured by manipulation and plaster 
fixation, one may resort to traction. 

In the child, injuries about the ankle us- 
ually involve the epiphysis. In reducing this 
separation, tortion and angulating type 
forces should not be used. One will usually 
find that opposite parallel forces will push 
the epiphysis back into position. If the epi- 
physis is displaced posteriorly, the manipula- 
tion can be best performed with the patient 
prone, with the toes over the edge of the 
table, and with two sandbags under the distal 
end of the tibia. If displacement is anteriorly, 
the patient should be in a supine position with 
the sandbags and forces reversed. Similar 
use of sandbags can be employed for lateral 
displacement. 


Fractures of the Clavicle 

Clavicular fractures in the child usually re- 
sult from a fall on an extended upper extrem- 
ity and most frequently involve the middle 
third of the clavicle. Displacement may be 
minimal. On occasions one sees complete frac- 
ture with overriding and upward displace- 
ment of the distal end of the proximal frag- 
ment. Satisfactory alignment can be obtained 
by extension and elevation of the shoulder 
girdle. Fixation may be maintained satis- 
factorily by figure of eight bandage stock- 
inetting, enclosing four layers of wet plaster 
of paris bandage as described by Pittman 
(fig. 11). Open reduction is never warranted, 
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nor is the use of intramedullary wires or 
pins. 
- Summary 
In presenting this discussion, an effort 
has been made to emphasize simplicity in 
the treatment of fractures in children. Trac- 
tion will usually restore the one critical re- 
quirement — that is, functional alignment. 
Fractures in children are different from frac- 
tures in adults. They respond more readily 
to conservative therapy and, except in cer- 
tain specific instances, open reduction is not 
indicated. 
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Abstract of Discussion 


Dr. Malory Pittman (Wilson): Dr. Baker has 
covered the subject so thoroughly that he has left 
me with very little to say. I will take a minute or 
two to discuss fractures of the elbow. In treating 
these fractures, the forearm should always be placed 
at right angles, in the Jones position, so that if 
ankylosis occurs the arm can still be used in eating, 
and the like. Fractures of the olecranal process, 
however, should always be treated in extension. If 
not, the triceps muscle will have a tendency to pull 
the process off. 

Fractures of the shaft of the forearm will usually 
occur in the middle of the distal third. It is not 
necessary to have absolute reduction, although in 
our town, if end-to-end reduction is not achieved, 
the doctor has to deal with the parents. 

I have devised a small splint for treating these 
fractures of the forearm. The cast should always 
extend from above the elbow to the knuckles pos- 
teriorly and to the palmar groove anteriorly. The 
anterior portion should be at least %4 inch shorter 
than the posterior to permit freer motion of the 
hands. In treating fractures of the femur, I think 
it is hardly ever necessary to put the child in bed 
for more than a few days in order to get the frag- 
ments pulled out. The splint we use is a combina- 
tion of plaster around the body and around the well 
leg. It incorporates all the principles of the Hoke 
traction. 

In cases of fracture of the clavicle, the child 
comes in with his head turned toward the side of 
the injury. The simplest method of treatment is to 
make a figure eight around the child’s shoulders. 
Get the right measurements, then take four layers 
of plaster of paris pulled through a piece of stock- 
inetting and thread it over your arm. Put this under 
a faucet and wet it, apply your figure, and fasten 
it with safety pins. The cast is rigid, but it does not 
pull the child nor cause irritation under the arms. 


pa 

{ 
| 
{ 
\ 


February, 1953 


In all compound fractures, not only tetanus but 
gangrene antitoxin should be given. Another good 
rule is that in all fractures of the long bones the 
joint above and the joint below should be immo- 
bilized, 

Dr. Baker (closing): Regarding end-to-end appo- 
sition and the nervous, apprehensive mothers, if I 
had a child with a transverse fracture of the femur 
and there was a choice of procedure, I’d rather have 
side-to-side apposition, with about a % to % inch 
overriding. He would get well quicker and stand a 
better chance of having equal length, since as a 
rule there occurs an overgrowth of the fractured 
extremity, 

Private John Allen, a congressman from Missis- 
me in the late sixties, gave a paper in Chicago in 
which he discussed the Mississippi Delta and thank- 
ed God for the lower part of it. He closed his ad- 
dress with this statement: “Braver men never rode 
finer horses across more fertile fields to see more 
beautiful women than those who live and have lived 
in the Mississippi Valley.” Today I’d like to say: 
“More precious patients never brought more impor- 
tant injuries across a doctor’s threshold for simpler 
therapy than those children who have suffered a 
fracture of an extremity.” 


SURGERY IN THE OLDER PATIENT 
HOWARD H. BRADSHAW, M.D. 
WINSTON-SALEM 


The aging process begins at birth and con- 
tinues through life at different rates for dif- 
ferent individuals. A. C. Benson, in his essay 
“On Growing Older,” gives four advantages 
of maturity: (1) the loss of self-conscious- 
ness, (2) the decreasing tyranny of conven- 
tion, (3) the realization that life is not so 
rapturous but is vastly more interesting, (4) 
the acquiring of a sort of patience. One learns 
to look over troubles, instead of looking into 
them. It is obvious, therefore, that the aging 
process isn’t all loss. 

There can be no doubt but that the profes- 
sional handling of aged patients is a lively 
subject. Geriatric societies and journals have 
come into being, and interest is widespread. 
It therefore becomes mandatory for the sur- 
geon to keep abreast of new developments. 

Intelligent surgeons have realized for years 
that older patients can not withstand severe, 
prolonged insults on the operating table as 
well as do younger patients. Through geri- 
atric studies and evaluations, investigators 
are attempting to determine the causes for 
this difference in reaction on the part of the 
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older patients. We are learning, moreover, 
that certain diseases are largely limited to the 
older patient. 

Surgical procedures upon patients in their 
seventies and eighties are increasingly com- 
monplace. This is not because man’s life 
span has actually changed in modern times, 
but rather because there are more people and 
the horizons of surgery are being constantly 
lifted. If life tables for the United States are 
studied, it will be seen that very little dif- 
ference exists, proportionally, in the num- 
ber of persons 80 vears old or more living in 
the first part of the century and those of 
that age living today. 


The Aging Process 

The processes of aging are by no means un- 
iformly progressive in all people, and the 
criteria of aging are not readily established. 
The old adage that a man is as old as his car- 
diovascular system is not entirely correct. 
The lungs, liver, and kidneys suffer wear and 
tear to such an extent that functional incom- 
petency may be detected by even our crude 
methods of examination. Subtle changes in 
many viscera undoubtedly take place, reduc- 
ing functional reserve. During periods of 
stress and strain, typical of anesthesia and 
operation, the balance between function and 
non-function or impaired function may be 
completely upset. This balance is thought to 
be brought about by a complicated enzyme 
system which maintains normal physiologic 
responses in man. Needless to say, we know 
little about those systems as yet. 

It is impossible to generalize on the prob- 
lems which older patients present from the 
surgeon’s point of view. The tissues which an 
individual inherits, the conditions which have 
surrounded him during life, and the diseases 
to which he may have been subjected vary 
greatly. With older patients, individual evalu- 
ation is far more essential than with younger 
people and children. 

Every surgeon who has been interested in 
surgery of older patients has come to recog- 
nize that if proper precautions are taken, the 
risk is not nearly so great as it is commonly 
believed to be, even for extensive operations. 
From collected data it appears that few, if 
any, necessary operative procedures should 
be refused an individual in this age group. 
Patients should not be permitted to die be- 
cause they are thought to be too old to with- 
stand surgery. However, many operations in 
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the aged could have been obviated had cor- 
rect judgment been used and the proper 
treatment urged when they were younger. 
Notable among such conditions are trouble- 
some gallstones and recurring duodenal or 
gastric ulcers which continue to produce 


symptoms. 

Among the physiologic changes that may 
take place with aging is a decrease in the cir- 
culating blood volume, a loss of elasticity of 
blood vessels, pulmonary fibrosis, and em- 
physema. Other less well understood but 
nevertheless definite changes such as a 
slowly declining metabolic rate occur. The 
saying that humans are twice infants and 
only once men is clearly shown by a study of 
this rate. The amount of pre-anesthetic 
drugs, the amount of anesthetic agent, the 
amount and rapidity of administration of 
past operative fluids should all be influenced 
by the metabolic rate. 


Diagnosis 

The most common conditions in older pa- 
tients in which operation is necessary are ap- 
pendicitis, gallstones, prostatic disease, 
hernia with or without obstruction, cancer, 
uterine procidentia, amputations for gan- 
grene, and fracture of the femoral neck. Cer- 
tainly one of the commonest causes of death, 
excluding the primary disease, is a pul- 
monary complication such as embolism, pneu- 
monitis, atelectasis, or edema. 

In studying the older patient before an op- 
eration, it is a mistake to indulge in pro- 
longed, expensive procedures requiring the 
aid of many consultants. These procedures 
alarm the individual and often permit him 
to come to the operating table in a more de- 
bilitated condition than when he was first 
admitted to the hospital. The decision as to 
the necessity for operation can usually be 
made quickly, even though the definitive di- 
agnosis may not be evident. The necessary 
preoperative evaluations can be done with- 
out a waste of time, and it is to the best in- 
terests of the patient that they be so done. 


Preparation for Surgery 

In preparing patients for surgery, it is 
perhaps superfluous to state that they should 
be properly hydrated, and blood volume and 
protein reserves made adequate. This may 
require repeated blood transfusions. The pa- 
tients should be encouraged to eat a well 
rounded diet supplemented with vitamins. 
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If food intake is not adequate, supplementary 
formulas containing high protein and cal- 
orific value may be used. If necessary, the 
feedings may be given through an indwelling 
gastric tube. Often these individuals have 
no will to live and want to be left alone to 
die in peace. This condition may be the result 
of poor nutrition. 

Fluids given intravenously must be given 
very slowly in order to avoid circulatory over- 
loading. Most of us seem to have forgotten 
the subcutaneous route. It is much safer of 
the two methods and should be used more, in 
my opinion. Even fluids with some calorific 
value such as glucose and protein hydro- 
lysates can be safely given by the subcutan- 
eous route. I prefer to supply protein by 
whole blood or plasma transfusions, and fluid 
and electrolytes by the subcutaneous route. 


Elderly people are quite susceptible to 
large amounts of salt. Perhaps the maximum 
daily salt intake for 24 hours should be about 
5 Gm., unless there is need for replacing 
definite salt losses. Edema sometimes de- 
velops rapidly and unexpectedly. Unless the 
patient is dehydrated, he rarely requires 
more than 1000 cc. of fluid per 24 hours. “We 
prefer to have them definitely on the dry 
side rather than on the wet side.” 

Patients should not be allowed to remain 
in bed. They should be urged to go to the 
bathroom and to walk about the ward. If 
tests indicate impairment of such organs as 
kidneys, liver, lungs or heart, therapy should 
be directed at the specific organ involved. 
Unless there is definite indication for digi- 
talis therapy, I believe that nothing is gained 
by preoperative degitalization. So-called 
tonic doses of digitalis have been out of vogue 
for many years. It has been our experience 
that patients with histories of previous coro- 
nory artery trouble can undergo anesthesia 
and surgery with very little added risk, pro- 
vided the infarct is not recent. Also, patients 
with long-standing valvular defects if one ex- 
cludes the aortic valve, withstand surgical] in- 
sults satisfactorily. Such statements as the 
above imply that the anesthesia and surgery 
are conducted so there are no rapid changes 
in blood pressure and no element of hypoxia 
introduced. 

In emergency operations on the aged, time 
must still be taken to overcome dehydration 
and shock preoperatively. It is foolish and 
hazardous to undertake, for instance, any 
major operation such as that for intestinal 
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obstruction in the presence of dehydration 
and shock. Unless these conditions are cor- 
rected first, it can be expected that the pa- 
tient will die on the operating table or shortly 
thereafter. Just as with emergency surgery 
in younger people, the mortality will be 
higher than in other, better prepared pa- 
tients. 


Medication 

Much has been written about pre-anes- 
thetic medication and the type of anesthetic 
agent to be used in any given case. This prob- 
lem seems to me to be somewhat less acute 
in the aged, because they require less of any 
drug. Also, they are usually self-disciplined 
and patient, and have less concern and fear. 
Most of their friends have had anesthetic 
and surgical experiences, and they are re- 
signed to whatever may happen. From the 
anesthetist’s viewpoint, therefore, they make 
especially favorable subjects. 

Many physicians have an inordinate fear 
of administering sedatives, especially mor- 
phine, to elderly people. Demerol, dilaudid, 
and methadone are good substitutes. Some 
make the mistake of ordering routine adult 
doses without special consideration of the pa- 
tient’s debilitated condition. Practically, we 
must depend upon a considered evaluation of 
a combination of factors such as age, size, 
occupation, activity—habitual and recent— 
hemoglobin, appetite, recent weight loss, 
pain, and the recent use of other sedatives. 
In the light of one’s appraisal of these fac- 
tors, one should administer somewhere be- 
tween 16 mg. of morphine with 0.45 mg. of 
hyoscine and 1/6 of these amounts—that is, 
2.7 mg. of morphine with .075 mg. of hyo- 
scine. The hypodermic should be given 45 to 
60 minutes before the induction of anesthesia. 
There appears to be no reason to vary the 
dose preceding different types of anesthestics. 
No other drugs seem to be improvements over 
these mentioned. 


Anesthesia 

An anesthetic agent or method, or com- 
bination of drugs and methods, that is ser- 
viceable for any one is serviceable for old 
people. The main difference is that these pa- 
tients are easily sedated, easily anesthetized 
and relaxed, and readily overdosed. What 
they require is conservatism, unceasing vigi- 
lance, and nicety and exactness of admini- 
stration and control. 
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I should like to put in a word for intra- 
venous Pentothal Sodium: it has proved a 
boon to old people. Complicated gas machines 
may be frightening, and a mask is more dis- 
quieting than the prick of a needle. This agent 
should not be used in cardiac decompensation 
and in operations requiring much relaxation. 

Spinal anesthesia is quite useful in old 
people. It must be remembered that even 
though their blood vessels may be quite in- 
elastic, they may experience a profound fall 
in pressure. The arterioles may be quite elas- 
tic, and they determine the arterial tension. 
In old people the tissues, notably the heart 
muscle and brain, are especially susceptible 
to damage by hypoxia, and the risk of throm- 
bosis attendant upon acute hypotension. 
Moreover, their small vessels are particularly 
susceptible to the strain of hypertension. 
Pressor drugs should not be given to hyper- 
tensive patients until the spinal needle is ac- 
tually within the dura and spinal fluid can 
be freely aspirated. 

When an inhalation agent of any kind 
is to be given to an old person, his comfort 
is greatly increased if unconsciousness is in- 
duced with Pentothal before any other anes- 
thetic is given. Time does not permit a dis- 
cussion of the advantages and disadvantages 
of each of the agents, but suffice it to say 
that in the old more than in other patients 
the greatest anesthetic danger is hypoxia. It 
is quite possible to do rather extensive opera- 
tions, and in a manner satisfactory to both 
patient and surgeon, under nerve block or 
field block anesthesia. These methods should 
not be forgotten by surgeons. 


Surgical Hazards 

The principal dangers during and after 
operation are hemorrhage, shock, liver fail- 
ure, uremia, embolism, and so-called ‘“pneu- 
monia.” The first two risks are inherent in 
any major operation, whether in the old or 
young, and need no comment. Early rising 
and ambulation have received much deserved 
comment. In older people these measures are 
especially valuable in maintaining a good cir- 
culatory and respiratory status. Patients 
should be turned frequently in bed and en- 
couraged to take 10 or 15 deep inspirations 
every hour. Carbon dioxide inhalations are 
not as efficient in aerating all the alveoli as 
are voluntary deep inspirations. Carbon di- 
oxide may liquefy secretions and help in 
their expulsion. Endobronchial suction may 


= 
| 
| 
| 
| 


60 NORTH CAROLINA 
be necessary at times, and should not be too 
long delayed. Pain should be relieved by small 
doses of morphine or Demerol. 

Gastric tubes used for suction should be 
removed as soon as possible. The amount of 
mucus secretion is increased, and may lead 
to atelectasis and subsequent pneumonitis. 
In addition, there is some danger of ulcera- 
tion about the laryngeal cartilages and even 
lower down in the esophagus. The oral in- 
take of food should be encouraged earlier 
than in younger patients because of the dif- 
ficulties associated with intravenous fluids. 
Even with small losses of blood, an attempt 
should be made at exact replacement. Blood 
manufacture is slow; the vasomotor system 
and heart are less capable of readjustments. 
Every effort should be made to keep the 
parenteral salt intake at a minimum for fear 
of pulmonary edema and its almost inevitable 
fatal cutcome. 


Conclusion 
I have tried to point out the delicate bal- 
ance between compensation and decompensa- 
tion in aged patients. I have stressed the 
fact that they should be handled with “kid 
gloves,” and have given some of the reasons. 


After all, however, the fact that a patient 
has become an “aged” patient implies that 
he inherited a good deal of stamina. Who 
knows how old a man’s calendar age is be- 


fore he becomes old physiologically ? 
Discussion 

Dr. Wingate Johnson (Winston-Salem): I feel 
mueh honored to be asked to meet with the group 
of surgeons, I can’t qualify as a surgeon, but I’m 
afraid I’ll have to admit that I can qualify as an 
older person, and as such I have been very much 
interested in the problem of older persons. 

I am in hearty agreement with everything that 
Dr. Bradshaw has said. One of the things that goes 
with aging is the opportunity of seeing fashions in 
medicine come and go. 

In connection with the preparation of the pa- 
tients for operation, I remember that when I was an 
intern, and for some time afterwards, we thought 
that if we could admit a patient to the hospital two 
or three days before elective surgery and get him 
in a state of starvation and dehydration, he was 
just right for the operation. We didn’t realize that 
a man, half-drunk, who had been knocked down by 
an automobile and brought in for an emergency 
operation almost invariably got along better than 
those prepared by our most scientific methods. The 
patient did better when he was operated on when 
he was full of food. Dr. Bill MeNider was one of 
the first to point out the importance of giving 
+s of carbohydrates to the patient before oper- 
ation. 

Another thing that we have seen come and go is 
the fluid intake. We formed the habit of dehydrat- 
ing the patients before the operation. Then the 
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pendulum swung to the other extreme, and we al- 
most drowned them. Now we are coming back to the 
middle of the road—to the normal amount of fluid 
balance. I quite agree with Dr. Bradshaw about the 
danger of giving intravenous fluid too rapidly. 

Certainly one thing we have learned about older 
patients is that even more than younger patients, 
after operation as well as after serious illness, they 
should be gotten out of bed as soon as is reason- 
ably possible. 

I also agree with Dr. Bradshaw as to the folly of 
subjecting these patients to too strenuous diagnostic 
procedures before they have been operated on. 

Finally, I am glad to note what he said about pre- 
anesthetic medication. For a good many years | 
have been carrying on a one-man campaign against 
morphine, There are substitutes for it that are so 
much better tolerated. Morphine will nauseate at 
least half of the patients who take it. Demerol and 
methodone will answer the purpose just as well and 
are not nearly so apt to nauseate. 

And finally, I would like to contrast two patients. 
One whom I saw a few years ago, although 75 years 
old, was alert and had the chronologic age of a man 
about 60. He was wearing a truss which he said he 
had worn for 25 years because the doctor had told 
him when he was 50 years old that he was too old 
to be operated on. That man, for a third of his life, 
had been handicapped by having to wear this truss. 
Contrast that man with a patient seen not long ago 
who had had a coronary occlusion 17 years pre- 
viously, had contracted the opium habit and wanted 
to be broken of it. He had bilateral hernias, and he 
had a stone in one kidney. He had both hernias re- 
paired, one at a time, then had the kidney opened 
and the stone removed. He made a good recovery 
from all three operations, and got completely free 
of his opium habit. He was 67 years old. 

The contrast between those two patients illus- 
trates well the changing attitude that we have to- 
ward older people and the folly of denying them the 
benefits of surgery which they need. 

Dr. Davis: As we grow older we become more in- 
terested in the problem of the old; therefore, I have 
a — interest in this problem of surgery in the 
aged. 

I was particularly interested in the emphasis that 
Dr. Bradshaw put on the fact that older people are 
easily disturbed and do not adjust themselves as 
well when entering the hospital for an operation. 
I know of no case in the practice of surgery where 
a little petting reaps a higher reward than that in 
old patients. I make a habit of “playing hands,” as 
it were, with every old lady that I operate on, It 
does her a great amount of good, it makes her have 
the feeling that even though her face is wrinkled 
and she has lost the glow in her eyes, I am still 
interested in her. 

I have also noticed that older people appreciate 
any consideration that you give them as regards 
their chew of “tobaccy” or dip of snuff. I recall one 
hospital superintendent who forbade the women to 
dip snuff or the men to chew tobacco because it 
messed up her linen. Needless to say, she is not 
now superintendent of a hospital, and, more than 
that, she is not loved by any former patient of that 
institution, 

So, as Dr. Bradshaw has so nicely brought out, if 
we will actually pay attention to these older people, 
love them a little bit more than they are loved at 
home, pet them a little bit more, pay a little more 
attention to their lifelong habits, we can carry them 
through almost any operation that the average pa- 
tient can stand. : 
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Herniated disk in the cervical region, the 
subject of sporadic reports in the early part 
of the century, was first described in detail 
by Stookey"? in 1928. He, with earlier writers, 
titled this lesion ‘“‘ventral extradural chon- 
droma.” It remained for Dandy”? in the fol- 
lowing year to recognize the origin, and then 
for Peet and Echols and Mixter and Barr‘ 
in 1934 to apply correct nomenclature to the 
cervical lesions. 

Stookey describes in detail the three syn- 
dromes due to cervical disk herniation: the 
central disk herniation with transverse cord 
compression, the paramedian herniation with 
production of a Brown-Sequard syndrome, 
and the ‘rare’ lateral herniation, causing root 
compression only. In 1943, Semmes and Mur- 
phey”’, in their classical article on unilateral 
rupture of the cervical disk, launched this 
latter syndrome as a frequently recognized 
entity. Subsequent reviews of Spurling and 
Bradford and Spurling’, Michel- 
sen’), Haynes”), Echols’, and others! 
have reflected increasing recognition and 
experience. It is our purpose to contribute to 
this collected knowledge a study of 120 cases 
of surgically treated disk and disk-like syn- 
dromes. 


Lateral Herniation with Root Compression 
Reflecting the generally reported prev- 
alence of lateral herniation causing only root 
compression, this series includes 93 such 
cases. Of these, 71 were at the C6-7 inter- 
space, 20 at C5-6, and 1 each at C4-5 and 
C7-T1. 
Symptoms and signs 
The classic clinical picture is one of severe 
pain in the low posterior cervical region, 
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Table 1 
Motor Signs in Isolated Root Compression 
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Biceps and triceps 
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rotcooe Weakness 
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with radiation over the dorsum of the 
shoulder and down the upper extremity in a 
dermatome fashion and frequently radiating 
or isolated pain in the pectoral and/or scapu- 
lar region of the ipsilateral side. Radicular 
pain and/or numbness extending into the 
fingers has enabled Keegan"?’, among others, 
to revise dermatome charts of the upper ex- 
tremities. Often described too, have been iso- 
lated muscle weakness and reflex change. 

Kristoff and Odom''*) emphasized the role 
of trauma in reporting some of these cases. 
In the current series, 34 gave unequivocal 
histories of head and neck trauma prior to 
the onset of symptoms. Relatively constant 
symptoms have been a “crick’”’ in the neck, 
with dull aching pain in the dorsum of the 
shoulder radiating down the posterolateral 
aspect of the arm to the elbow. This aching 
pain would become exquisitely sharp on neck 
movement. 

Pain distal to the elbow was a frequent 
but inconstant feature; more frequent were 
numbness and paresthesia alone, usually ex- 
tending into one or more fingers. It cannot 
be said that there was a characteristic dif- 
ference in the pain of the C5-6 and the C6-7 
lesions. 

Objectively, 31 cases presented gross 
changes in neck position; 15 with flexion of 
the head and neck to the side of the lesion, 
10 away from the symptomatic side, and 6 
with marked forward flexion only. 

While there is a statistical difference in 
signs between the two principal levels, mark- 
ed individual variation exists. It is generally 
accepted that the C6 root (C5-6 interspace) 
provides motor innervation principally to 
the biceps muscle. In our series of 20 cases 
of isolated lesions of this root (table 1) there 
were 5 instances of biceps weakness, 2 of com- 
bined bisceps and triceps weakness, and 9 
cases of triceps weakness alone. In addition, 
1 case had deltoid weakness, 4 extensor, and 
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Fig. 1. Dermatome hypalgesia from compression of cervical nerve roots by a herniated disk. A. Classic 
C6 root dermatome. B-C, Variations in C7 dermatome. 
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Fig. 2. Sensory involvement in isolated root com- 
pression. 


3 flexor weakness in the forearm. Only one 
had no recorded weakness. Recorded reflex 
changes were 4 instances of depression or 
absence of the biceps reflex, 4 of the triceps. 
4 of combined biceps and triceps, and 5 with 
no gross reflex change. 

Evidence for the generally accepted pri- 
mary innervation of the triceps muscle by the 
C7 root (C6-7 interspace) is somewhat 
stronger. In 71 cases, isolated biceps weak- 
ness was described in only one instance. Tri- 
ceps weakness was recorded in 45 cases and 
combined weakness in 11. Deltoid weakness 
occurred in 16 instances. This predominance 
was further reflected in the reflex changes, 
with isolated depression of the biceps reflex 
in only 2 cases, triceps alone in 33, biceps 
and triceps combined in 10. There was no 
gross reflex abnormality in 25 instances. 

The 1 case of C5 root involvement (C4-5 
interspace) showed striking weakness of the 
deltoid, with lesser weakness of the biceps 
and depression of the biceps reflex. The case 
of C8 root involvement presented unusual 
features to be described later. 

Sensory changes, too, exhibited marked in- 
dividual variation. Because of single and mul- 
tiple digital involvement and variation, it is 
difficult to describe these sensory findings 
briefly. Figure 1A represents a fairly classic 
dermatome hypalgesia in a case of C6 root 
involvement, but in the 20 cases in which 
this root was involved, there were 14 in- 
stances of first finger involvement, 14 of 
second, 9 of third, 2 of fourth and 2 of fifth 
finger involvement. Figure 1B and 1C rep- 
resent variants in the C7 root dermatome. In 
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Table 2 


Myelography in Lateral Cervical Disk Herniation 
(62 Cases) 


False False rue 
Positive Positive Negative Negative Inconclusive 


46 8* 3 1 4 
*In six cases defect was due to arthritic spurs. 


the 71 cases with C7 root involvement the 
first finger was involved in 26 instances, 
the second in 49, the third in 37, the fourth 
in 23, and the fifth in 11. The one patient 
with C5 root involvement had sensory 
changes in the index finger, and the one pa- 
tient with C8 root involvement had changes 
in the fourth and fifth fingers. Better ex- 
pressed in percentile graphic form (fig. 2), 
the predominance of thumb and index finger 
distribution of the C6 root and index and 
mid-finger distribution of the C7 root is 
noted. 

One may theorize that associated scalenus 
anticus muscle spasm, postulated by Nach- 
las’*), may contribute to variations in the 
presenting sensory patterns. 


Accessory findings 

In accessory clinical findings routine ro- 
entgen examination and pantopaque myelog- 
raphy have been invaluable aids. As expected, 
the Queckenstedt test has been of no value 
in these cases, and determination of spinal 
fluid protein of questionable value. In 41 
cases the spinal fluid total protein was over 
50 mg. per 100 cc. in only 16 instances. 

On routine roentgen examination a promi- 
nent finding was loss of the normal cervical 
curve, often with a reverse curve. In 30 in- 
stances there was gross narrowing of the af- 
fected interspace, but in 12 other cases this 
proved to be a false localizing sign, with posi- 
tive operative findings at an adjacent level. 
Frequently there was localized arthritic lip- 
ping posteriorly and in the involved foramen. 

Pantopaque myelography was performed 
in 62 cases of suspected lateral disk hernia- 
tion which were subsequently explored. The 
procedure was positive in 46 cases, falsely 
positive in 2, falsely negative in 3, correctly 
negative in 1, inconclusive in 4. Six cases 
with a positive myelogram had arthritic 
spurs without demonstrable disk herniation 
(table 2). 

As in other reported series*.5%1) the re- 
sults of surgical treatment have been gen- 
erally good to excellent (table 3). 
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Table 3 
Surgical Results 
Miscel- 


Excellent Good Fair Poor Death laneous 
Lateral disk 
herniation 50 27 
(86 cases) 
Foramenal 
arthritis 8 5 2 4 
(19 cases) 
Central disk 
herniation 6 1 1 
(8 cases) 


4 1 4 


Results 

In this series of 93 cases, follow-up study 
from two months to over five years is avail- 
able in 86 cases. Results were classified as 
excellent in 50 cases, good in 27, fair in 4, 
poor in 1, and miscellaneous in 4. Residual 
symptoms in the 77 “good to excellent” cases 
were minor and nonincapacitating. Persis- 
tent numbness was the most frequent symp- 
tom, being mentioned in 24 instances, inter- 
mittent minor aching pain in the shoulder 
or extremity in 18, and residual weakness in 
15. Four have had interim readmission be- 
cause of moderate exacerbation of pain, re- 
sponding to conservative measures in each 
case. 

Two of the 4 “miscellaneous” patients were 
apparently having no complaints pertinent 
to this study at time of death from other 
causes. Another was doing well until he had 
a head injury with a severe post-concussion 
syndrome. The fourth possibly belongs in the 
“fair result” group because of intermittent 
burning pain in the contralateral lower ex- 
tremity following surgery. 

The “poor result’”’ was in a patient with 
known manic-depressive trends, who, nine 
years after operation, is in a profound de- 
pression and suffers continued pain. 

Of the four “fair results,” one presents no 
distinguishing features. Another, the only 
patient with multiple lateral herniation, C4-5 
and C5-6, sustained a transient mild myelo- 
pathy but was able to return to work within 
six months, 

The remaining 2 patients with “fair re- 
sults” deserve special consideration since 
they present certain features of causalgia- 
like states. In the entire series, 4 patients had 
obvious trophic changes in the symptomatic 
upper extremity. Two presented objective 
features only, one having mild edema of the 
wrist and hand, and another a shiny dusky 
hand. Neither presented other than the usual 
subjective features, and the results following 
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disk surgery were satisfactory. Two, how- 
ever, with additional non-radicular pain con- 
tinue as therapeutic problems. 

One, a 60 year old white woman, was ad- 
mitted in 1946 with a seven week history of 
severe radicular pain with numbness extend- 
ing into the fourth and fifth fingers. Atypi- 
cal features were exacerbation of severe 
burning pain on touching the hand and in- 
crease in pain and presence of cyanosis when 
the limb was dependent. The hand was swol- 

the skin thin, red and shiny. 

After positive roentgenogram and myelo- 
gram, an exceptionally large lateral herni- 
ated disk was removed from the C7-T1 inter- 
space. 

There was postoperative relief of radicu- 
lar pain, but the other symptoms and signs 
persisted. 

Repeated transient relief on dorsal and 
stellate ganglion blocks with procaine led to 
a Smithwick-type dorsal sympathectomy with 
relief for about three weeks only. Further re- 
lief on stellate ganglion blocks led to a stel- 
late ganglionectomy and anterior scalenotomy 
with relief for a few days only. 

Chemical ganglion blocking agents and, 
surprisingly, nicotinic acid gave relief for 
short periods, but gradually lost effective- 
ness, with continuation of similar but less se- 
vere pain. 

Mayfield“ has reported 2 similar cases. 

The other, a 54 year old white woman, was 
admitted one year ago with a three month 
history of progressive severe radicular pain, 
associated with numbness extending into the 
index finger. Atypical features were swelling 
and stiffness of the affected hand and stiff- 
ness of the shoulder. This hand was subjec- 
tively cooler than the other, and when chilled 
became more painful. 

After a positive myelogram, a lateral hern- 
iated disk was removed from the C6-7 inter- 
space. 

Postoperatively, there was continued pain 
on motion, and limitation of motion of the 
shoulder, which is improving on intermit- 
tent traction and physiotherapy. 


Foraminal Compression Without 
Disk Protrusion 
We have chosen to classify separately those 
cases with radicular pain associated with 
operative findings of arthritic foramina] 
changes rather than disk extrusion. Admit- 
tedly, the cases classified as disk herniation 
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commonly had localized arthritic spurring 
recognized by roentgen examination; and, in 
confirmation of the work of Keyes and Com- 
pere’"), in the group without obvious disk 
extrusion there was frequently associated 
narrowing of the lower cervical interspaces 
suggesting discopathy. Of 19 cases in this 
category, however, only 1 showed evidence of 
posterolateral displacement of the disk; in 
this one case there was a rounded calcified 
dome from which no significant fragments 
of disk material could be removed. 

The clinical syndrome and accessory find- 
ings were frequently strikingly similar to 
those of the unequivocal lateral disk hernia- 
tion. Generally there was a long history of in- 
termittent pain, with a current excruciating 
exacerbation of pain in the neck and upper 
extremity. In 5 cases, however, the operator 
felt that the pre-operative picture was that 
of a typical herniated disk. 

Except for 4 cases treated with spur re- 
moval, the operative treatment was only de- 
compression of the affected nerve root. 


Results 

Follow-up evaluation from several months 
to over six years is available in each case 
(table 3). Of the 19 cases, results were con- 
sidered excellent in 8 cases (including 2 
cases with spur removal), good in 5 (with 1 
case of spur removal), fair in 2 (with 1 case 
of spur removal), and poor in 4. 

An analysis of the “fair’’ to “poor” group 
reveals several cases with distinguishing 
features. One of the “fair results” patients 
had an intermittent history of pain for 21 
years, the longest recorded history. Two of 
the “poor results,” while not giving striking 
histories of neck trauma, had roentgen evi- 
dence of mild to moderate traumatic change 
(one a slight forward dislocation of C5 on 
C6, and the other a fracture of the spinous 
process of T1). A similar syndrome has been 
described by Kristoff and Dratz'”’. One of 
the “poor results” patients is so classified 
because of the development in the postopera- 
tive period of a cerebral thrombosis with 
hemiplegia of the contralateral side. In- 
terestingly, he has had no return of neck 
and arm pain. 

Central Herniation (8 Cases) 

The historically important but statistically 
less significant central herniation is illus- 
trated by 8 cases. The symptoms and signs 
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varied considerably and were occasionally bi- 
zarre. In only 1 case was there sudden onset 
of symptoms, and only in this 1 case were the 
symptoms nonprogressive. Three individuals 
complained of unilateral weakness, 2 a hemi- 
paresis, and one a lower extremity monopare- 
sis. The remainder had progressive weakness 
of the lower extremities for several years, 
with more recent weakness, clumsiness, wast- 
ing, and some numbness of the upper extrem- 
ities. Pain was inconstant and was generally 
characterized as a dull aching and cramping 
of the motor-impaired extremities. 

Reflex changes of note consisted of gen- 
eralized hyperreflexia with bilateral extensor 
plantar responses in 3 cases, hyperreflexia 
in the lower extremities but hyporeflexia in 
the upper extremities in 1 case. The re- 
mainder showed unilateral hyperreflexia and 
abnormal plantar responses. 

Sensory changes also varied. Two patients 
had no reported aberration. One patient with 
hemiparesis showed decreased perception to 
pin prick on the contralateral trunk, abdo- 
men and lower extremity, while the other 
had changes on the ipsilateral side below the 
umbilicus. More constant was a decrease in 
vibratory perception in the lower extremities. 

In general, 5 cases presented some lateral- 
izing features, but only one approached a 
Brown-Sequard syndrome. Two cases were 
originally classed as typical amyotrophic 
lateral sclerosis and were correctly diagnosed 
only by routine myelography. 

The Queckenstedt test suggested a block in 
3 of six cases; spinal fluid protein was ele- 
vated in 4. Myelography revealed a defect in 
7 cases and was inconclusive in 1. 

In location, there was 1 herniation at (3-4, 
2 at C4-5, 1 at C5-6, and 5 at C6-7. One pa- 
tient had 2 central herniations, at C4-5 and 
C6-7, both manifested by complete block on 
myelography and confirmed by two surgical 
explorations. 


Results 

The results have not been good (table 3). 
Stookey") has stated that the results are not 
as encouraging as in spinal neoplasms and 
that recovery of function is slow; Hawk” 
noted no improvement in his case; Mixter 
and Ayer® noted 5 of 8 to be improved, but 
none well. Recently, however, Bucy, Heim- 
burger and Oberhill*'’ have reported 4 cases, 
with 2 patients asymptomatic and all work- 
ing, suggesting that these striking results 
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may be attributed to early diagnosis and 
operation. 

Of 8 patients in the current series, only 4 
have shown slight to moderate improvement, 
2 are static, 1 more quadriparetic, and 1 
died a month after simple decompression. 
Except for this case, the operative procedure 
has been a transdural removal of the disk. 

Postmortem examination in this one case 
revealed a pressure defect in the cervical cord 
at (3 with bilateral degeneration of the cor- 
ticospinal tracts below, and of the posterior 
funiculi above the lesion. 


Summary 

A review of 120 cases of surgically treated 
cervical disk and disk-like syndromes is pre- 
sented. Of 93 cases of lateral herniation with 
root compression, the C6 root was involved 
in 20 cases, the C7 root in 71, and the C5 and 
C8 roots 1 each. The variations of motor and 
sensory function of these roots are described, 
and the value of routine roentgenography and 
pantopaque myelography in diagnosis and 
localization is emphasized. Fighty-six of the 
cases of lateral herniation have been followed, 
with good to excellent results in 90 per cent. 
Nineteen cases of foraminal compression 
from bony changes without disk protrusion 
have yielded good to excellent results in 68 
per cent. There have been no good results in 
8 cases of central herniation with cord in- 
volvement. There was one death and severe 
irreversible complications in 2 other cases. 
Autopsy in a case of central disk herniation, 
treated by decompression only, shows path- 
ologic cause for incomplete recovery follow- 
ing surgery in these cases. 
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Discussion 


Dr. Everett I. Bugg (Durham): Once these cases 
reach the neurosurgeon, they usually pass com- 
pletely from the hands of the orthopedic surgeon, 
because the results in almost all the cases involving 
lateral herniations of the disks have been quite 
good. Prior to turning these cases over to the neuro- 
surgeon, however, I believe that in the majority of 
cases with root involvement, unless the weakness is 
marked and the neurologic changes are great, the 
orthopedic surgeon is justified in trying conserva- 
tive treatment, We have routinely placed these pa- 
tients on head traction, in conjunction with physical 
therapy, for several days, and certainly the average 
cervical-brachial syndrome—that is, pain in the neck 
radiating into the shoulder and the arms will re- 
spond to conservative treatment. 

The irritation of the nerve root or roots can be 
due to other conditions than the herniated inter- 
vertebral disk, conditions such as infectious neuritis, 
of which we have seen a number of cases this win- 
ter. A number of patients who were seen during the 
war in England were treated in this manner and 
have gradually made a recovery. 

It is very difficult to tell, as Dr. Davis has pointed 
out so well, whether there are one or more roots 
involved. Consequently, narrowing the diagnosis 
down to exactly one nerve root or two nerve roots 
is sometimes quite difficult, particularly as nerve 
root irritation can be produced by cervical arthritis. 
I think that Dr. Mayfield pointed that out quite 
well in 1939, and was wise in stressing the treat- 
ment of these patients by conservative means. 

Fibrosis of the shoulder is commonly associated 
with these neck syndromes, and I was somewhat 
surprised that there was only 1 patient in this 
group who had that condition. 

Immediate operation is indicated for all those pa- 
tients with cord symptoms, as obviously the hernia- 
tion is not lateral. I have nothing else to add so far 
as the postoperative treatment is concerned. 
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DIAGNOSTIC PROBLEMS OF SLOW- 
GROWING INTRACRANIAL 
TUMORS 


RICHARD H. AMES, M.D. 
GREENSBORO 


In dealing with intracranial tumors the 
disturbing impression is gained that as a rule 
those tumors which are most easily diagnosed 
are the ones for which surgical treatment is 
the least gratifying. In order to make a posi- 
tive diagnosis of intracranial mass lesion on 
the basis of history and physical examination, 
it is necessary to have evidence of increased 
intracranial pressure plus signs of a focal 
intracranial lesion. With a few exceptions, 
the diagnosis in patients failing to show this 
combination of signs must be established by 
means of accessory studies. 

Additional studies in the group of slowly 
growing tumors are particularly important 
for two reasons: (1) these are the tumors 
in which cure or worth-while relief of symp- 
toms is most likely, provided they are at- 
tacked relatively early; (2) because of the 
ability of the intracranial contents to adjust 
and compensate for a slowly expanding mass, 
the classic symptoms and signs often do not 
appear until the mass has attained tremen- 
cous size. 

It follows that the main hope of early diag- 
nosis in slowly growing tumors lies in sus- 
pecting that such a lesion may be present and 
in carrying out appropriate studies. At the 
risk of oversimplification, it is suggested that 
individuals presenting any of the following 
symptoms or signs should be regarded as 
brain tumor suspects. 

1. Persistent headache 

2. Personality changes or altered sensor- 
ium 

3. Convulsions, whether focal, generalized, 
or psychomotor 

4. Neurologic findings which can be ex- 
plained on the basis of a single lesion. 


Diagnostic Aids 
It would not be good judgment indiscrim- 
inately to subject every patient with these 
findings to the entire battery of tests avail- 
able to the neurologist and neurosurgeon. Air 
studies and angiography entail considerable 
discomfort, plus an unavoidable element of 
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danger. The use of radioactive isotopes is still 
in the investigative stage and time will be re- 
quired for assessing the indications and value 
of the method. Electroencephalography is a 
valuable study, particularly in patients with 
a convulsive disorder as the presenting symp- 
tom. Although seldom providing the final 
answer as to whether or not a tumor is pres- 
ent, it often enables one to decide whether to 
carry out other studies or to give symptoma- 
tic treatment and observe the patient fur- 
ther. 

Plain roentgen films of the skull and exam- 
ination of the cerebrospinal fluid are felt to 
be the most universally applicable of the ac- 
cessory studies. It is felt that, along with rou- 
tine laboratory studies, they should be made 
in every obscure case even though the pre- 
liminary impression may be that of a non- 
surgical disorder. 

Roentgen films of the skull, along with a 
chest film, are done first. At times the en- 
tire problem may be resolved promptly and 
accurately by this simple step, as in the fol- 
lowing case. 

A 64 year old lady was admitted with a 
history of dull frontal headaches for four 
years, personality changes consisting of for- 
getfulness and apathy for several months, 
and aphasia and right hemiplegia for two 
days. Examination showed stupor, no papil- 
ledema, aphasia, and right hemiplegia. There 
was generalized arteriosclerosis. The sug- 
gested diagnosis was arteriosclerotic brain 
disease with cerebral thrombosis. A chest film 
was negative, but skull films revealed a cal- 
cified mass in the left frontal lobe. This was 
removed and proved to be metastatic adeno- 
carcinoma. She improved rapidly, and one 
week later studies demonstrated a lesion of 
the descending colon. Several days later re- 
section of an annular carcinoma was done. 
There was no local spread and no evidence of 
metastasis within the abdominal cavity. This 
patient made a complete recovery and at 
present, 10 months later, is asymptomatic. 

In another case skull films on a young man 
with severe headache for 36 hours, rapidly 
failing vision, and high fever demonstrated 
a large pituitary adenoma which had been 
asymptomatic prior to undergoing infarction 
and hemorrhagic degeneration. 


Lumbar puncture 


The hazards of lumbar puncture in the 
presence of increased intracranial pressure 
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have been well documented. However, in the 
obscure case the information gained justifies 
the procedure, provided that there is no papil- 
ledema. It is well to use a small bore needle 
and to guard against uncontrolled escape of 
fluid. A satisfactory method of doing this is 
to remove the stylet and attach a water man- 
ometer to the needle before the spinal canal 
is entered. With the patient in the lateral re- 
cumbent position and suitably relaxed, a pres- 
sure in excess of 200 mm. is regarded as def- 
initely elevated. In such a case the needle is 
immediately withdrawn and the fluid in the 
manometer collected for a cell count. If the 
pressure is normal, several cubic centimeters 
are removed for examination. In tumors the 
most valuable examination is that of protein 
content. A spinal fluid protein in excess of 
40 mg. per 100 ce. is looked upon as abnormal 
and calling for further investigation. 

A 62 year old lady two years previously 
had a sudden episode of weakness of the 
left arm and left leg lasting several hours, 
thought at the time to represent a mild cere- 
brovascular accident. Subsequently there had 
been some generalized headache and progres- 
sive mental deterioration. This had reached 
the stage where she was no longer able to 
care for herself. Institutional care had been 
arranged for. She was hospitalized for study 
at the request of a physician member of the 
family prior to commitment. On examination 
she was cheerful and responsive but confused 
and disoriented. Apraxia was noted. The eye- 
grounds were negative and the remainder of 
the neurologic examination revealed no sig- 
nificant findings. Skull and chest films were 
normal. Lumbar puncture revealed clear 
colorless fluid under pressure of 260 mm. 
A ventriculogram done subsequently dem- 
onstrated a right frontoparietal mass. At 
operation a convexity meningioma 5 cm. in di- 
ameter was removed. Postoperatively there 
was rapid improvement in her mental status 
and her subsequent course has been satis- 
factory. 

Summary 

The positive diagnosis of slow-growing in- 
tracranial lesions depends upon evidence of 
increased intracranial pressure, plus signs 
of focal intracranial lesion. In the absence of 
this combination of signs, accessory studies 
are needed in order to establish the diagnosis. 
The most widely applicable of these studies 
are evaluated, and illustrative cases are pre- 


sented. 
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Discussion 

Dr. Joseph B. Stevens (Greensboro): It seems to 
me that the most important single factor in making 
a diagnosis of a brain tumor is obtaining an accu- 
rate history from the patient’s family. The patient 
is often not able to give this history himself, but in 
talking to several members of the family at one 
time or separately, the physician can often learn 
that the patient has had mental lapses, shown con- 
fusion, or given other evidence of some intracranial 
lesion, even when all our tests, including angio- 
graphy and air studies, are negative, 

My second point is a corollary to the first. If these 
patients are seen regularly by the family physician, 
the neurosurgeon, the neurologist, the psychiatrist, 
or whoever happens to be in charge of the case on 
an average of every month, significant facts which 
were not evident when we first saw the patient will 
come to light. 


THORACIC SURGICAL PROBLEMS 
IN INFANCY AND CHILDHOOD 


W. C. SEALY, M.D. 
DURHAM 


The thoracic surgeon is being called upon 
more than ever before to treat chest prob- 
lems in children. Advances in anesthesia and 
supportive therapy have made possible a 
bolder approach to these lesions, resulting in 
the salvage of many patients who 20 years 
ago were considered hopeless. 


The Neonatal Period 

In the neonatal period there are several 
thoracic emergencies that demand immedi- 
ate treatment. They are tracheo-esophageal 
fistula and esophageal atresia, diaphragmatic 
hernia and eventration of the diaphragm, and 
pulmonary cysts. In very rare instances one 
might encounter a spontaneous pneumotho- 
rax or a vascular ring with tracheal obstruc- 
tion from a developmental defect in vas- 
cular arches. 

Esophageal atresia, with and without a 
tracheo-esophageal fistula, is not rare. Im- 
mediate recognition is important. The diag- 
nostic points are failure to take feedings, ex- 
cessive mucus, and episodes of dyspnea and 
cyanosis. Abdominal distention is usually 
marked when there is a fistula. The clinical 
findings can be confirmed by the obstruc- 
tion to the passage of a catheter into the 
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Fig. 1. Roentgenograms of 2 patients with neonatal thoracic surgical emergencies. Top film shows 
a child with diaphragmatic hernia on the left. The stomach is below the diaphragm, and is obstructed. 
The lower film is that of a patient with esophageal atresia, as shown by catheter in the upper blind 
pouch, with a tracheo-esophageal fistula, as shown by gas in the intestinal tract. 
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Fig. 2. Preoperative and postoperative photographs of an 18 month old child with a funnel chest. 


pharynx. A roentgenogram with the catheter 
still in place will demonstrate the upper blind 
pouch and confirm the presence of gas in the 
intestinal tract. The absence of gas in the 
abdomen means atresia of the esophagus 
without a tracheo-esophageal fistula. The 
aim of surgery is to repair the tracheo- 
esophageal fistula, give adequate drainage 
to the pharynx, and establish the continuity 
of the intestinal tract. In 95 per cent of 
cases this can be done primarily by a right 
thoracotomy, division of the fistula, and end- 
to-end anastomosis of the esophagus. In rare 
instances when the ends cannot be approxi- 
mated, the upper esophagus will have to be 
drained to the outside by an esophagostomy 
and then a gastrostomy done. The most im- 
portant point in preoperative and postopera- 
tive care is to prevent aspiration pneumonia 
by suction of the pharynx, frequent turning, 
and restriction of parenteral fluid. The sur- 
vival rate in our experience is 60 per cent. 

Cysts of the lung in infants may inflate 
and cause such embarrassment to respiration 
that immediate surgery is indicated. Dia- 
phragmatie hernias may, when feeding be- 
gins, cause such overcrowding of the medi- 
astinum that immediate surgical interven- 
tion is needed. In both of these conditions, 
the patients improve as soon as the chest is 
opened. 


Infancy and Childhood 

After the neonatal period the approach to 
chest problems can be more deliberate. In 
many of the problems, the timing of the pro- 
cedure may be of utmost importance; for in 
some, increasing age and growth makes the 
procedures less formidable, while the op- 
posite may be true in other conditions. An- 
esthesia plays a much more important role 
in the infants than in the older children, and 
the availability of an expert anesthesist may 
sometimes be a deciding factor in the result. 

Funnel chest is one of the most neglected 
cosmetic defects of childhood. Not only is 
the condition unsightly, but with increasing 
age cardio-respiratory embarrassment oc- 
curs. It is thought that the central and lateral 
leaves of the diaphragm, either separately 
or together, are shortened. Operation is prob- 
ably best done before the child is 6 months 
of age, as the procedure is simple at this 
time. The sternum and xiphoid are separated, 
and the body of the sternum and common 
cartilage is then mobilized from the dia- 
phragm. After 6 months of age it may be 
necessary to resect up to five costal cartilages 
and do a wedge osteotomy of the sternum. 
In an adult the procedure may be a formid- 
able one, but below the age of 5 or 6 it is not 
too extensive. 
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Esophageal problems 

The esophagus in infants and children 
presents many problems in surgical manage- 
ment. The cause of dysphagia, after the neo- 
natal period, may be injury, tumors, peptic 
ulcer, foreign bodies, diaphragmatic hernia, 
or achalasia. Lye stricture of the esophagus 
in our clinic is the most common cause of 
dysphagia in children. With early vigorous 
treatment, some of the fibrous strictures can 


Fig. 3. A roentgenogram showing a stricture in 
the lower third of the esophagus, with the stomach 
pulled into the esophageal hiatus. The patient was 
1 years of age. This condition is probably the result 
of an esophageal ulcer. 


be avoided. Many of these children become 
candidates for surgical excision after dila- 
tations have been given an adequate trial. 
This usually means partial esophagectomy 
and esophagogastrectomy. 

Achalasia occasionally occurs in childhood. 
It is felt that dilatations should be tried 
first; and if surgical intervention is neces- 
sary, only a myotomy is indicated, thus sav- 
ing the sphincter between the stomach and 
esophagus. The loss of the sphincter, partic- 
ularly in achalasia, is in most instances fol- 
lowed by esophageal ulceration. 
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Peptic ulceration of the lower end of the 
esophagus in children is more common than 
formerly thought. It may cause a stricture 
of the lower esophageal segment. We have 
seen 4 patients with this condition in the last 
two years. It has been interesting to note 
that in the majority of cases the stricture 
extends almost to the aortic arch. Thus far 
all have been treated with dilatations, but 
surgery will have to be done on at least one 
at a later date. 

Another unusual cause of esophageal ob- 
struction in childhood is a cyst. We have re- 
cently seen two children, one infant and one 
6 years of age, with cysts in the esophageal 
wall. In the former the cyst was in the cer- 
vical region, while in the latter it was just 
above the cardia of the stomach. 


Bronchial and pulmonary diseases 

In the days before antibiotics, empyema 
was the most common thoracic condition re- 
quiring surgery. Now only 1 to 2 cases per 
year require hospitalization in our clinic. 
Suppurative lesions of the lung are still not 
uncommon. Bronchiectasis may be present in 
childhood and in most cases is probably ac- 
quired. Bronchograms should include all lung 
segments, and the presence of recent acute 
lung infection should be considered in the in- 
terpretation. In case of the latter, and when 
the bronchiectasis is minimal, conservative 
management for a few months should be 
followed by repeat bronchograms, for in some 
instances the bronchograms will revert to 
normal. With the judicious use of antibiotics, 
postural drainage, and supportive therapy, 
the patients always can be greatly improved. 
Surgery is indicated when the disease is not 
too extensive. Bilateral excision may be 
necessary. 

In the last two years we have followed 
with a great deal of interest several cases of 
atelectasis in infants and children. Such 
changes may well be the precursors of bron- 
chiectasis. The complaint in all has been 
asthma and bronchitis, recurring over sev- 
eral months’ time. After ruling out the pres- 
ence of a foreign body and allowing a reas- 
onable waiting period, usually several 
months, it may be necessary to do a lobec- 
tomy. 

Lung abscesses should be vigorously 
treated for two to six weeks with antibiotics, 
particular attention being paid to the chang- 
ing bacterial flora in the sputum. One should 
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expect to cure by this means 30 per cent of 
the patients. In the event of failures, resec- 
tion has to be done. Cysts of the lung pre- 
sent many of the problems of lung abscesses, 
and are treated in much the same way. 
Mediastinal tumors are encountered in 
children and should be excised rather than 


observed. 


Cardiovascular problems 

The surgical correction and palliation of 
congenital anomalies of the heart and great 
vessels has been one of the recent great ad- 
vances in surgery. Surgical treatment of 
these lesions has stimulated the more precise 
recognition of the various anomalies. His- 
torically, ligation of a patent ductus arteri- 
osus comes first. The diagnosis is not difficult 
to make in most instances. A thrill and a con- 
tinuous machinery murmur are usually 
present over the pulmonic area. The pulse 
pressure is high. These patients are not cy- 
anotic. Electrocardiography and roentgen ex- 
aminations, and rarely cardiac catheter stud- 
ies, are necessary for final diagnosis. The 
treatment is surgical; and, except when en- 
largement of the heart occurs or subacute 
bacterial endocarditis intervenes, it is best to 
defer operation until 4 to 6 years of age. The 
mortality should be 1 per cent or less. There 
have been no deaths in our series of 40 cases. 

Coarctation of the aorta is easier to diag- 
nose than any of the congenital lesions. It 
should be suspected in any young person with 
hypertension and can be confirmed by pal- 
pation of pulses in the abdominal aorta and 
femoral arteries. It is best treated at 12 to 14 
years of age, unless cardiac embarrassment 
makes treatment necessary earlier. We have 
had to do one operation on an 18 month old 
child. In our group of 20 cases we have not 
had a single death. 

Pulmonie stenosis may occur without cy- 
anosis, These patients have attacks of syn- 
cope, and some may be slightly cyanotic if 
there is a defect in the auricle or ventricle. 
The disability may be marked and demand 
early treatment, or difficulty may not occur 
until later. As the stenosis is valvular, divi- 
sion of the pulmonic valve through the right 
ventricle is indicated. 

Cyanotic heart disease with pulmonic sten- 
osis is amenable to surgical treatment. The 
rationale of treatment is to increase the blood 
supply to the lungs by shunting systemic 
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arterial blood into the pulmonary arterial 
system. In the first two years of life the man- 
agement may be extraordinarily difficult, as 
the disability is great and accurate diagnosis 
is sometimes impossible. If at all possible, the 
treatment should be deferred until the pa- 
tient is 2 years of age. If earlier intervention 
Is necessary, an anastomosis between the 
aorta and pulmonary artery is indicated. The 
salvage rate is low in the group under 2 years 
of age. 

In the group more than 2 years old, the re- 
sults of operation are gratifying. The pa- 
tients are better risks, for they have survived 
with their defect, The diagnosis in most cases 
is not difficult, but in some instances angio- 
grams or cardiac catheter studies are neces- 
sary. From 4 to 8 is the ideal age for the op- 
eration, and a subclavian artery to pulmonary 
artery anastomosis is indicated. The mortal- 
ity is in the vicinity of 10 per cent, with ex- 
cellent functional results in most cases. 


Surgery on Television. Operating theatres, unlike 
courts of law, contain no public galleries and admit 
no newspaper photographers or reporters. Nor are 
the patient’s relatives and friends invited to watch 
his operation. This privacy is to spare the patient 
embarassment and maintain his right to treatment 
in secrecy, to spare the surgeon himself the additional 
worry of a measure of stage-fright, with the pos- 
sibility of subsequent public criticism of his ac- 
tions. Even if the coming of television has rendered 
this old ethical code obsolete, one may wonder where 
the line will be drawn by commercial sponsors in 
making matters of life and death into public enter- 
tainment. If there is to be any code whatsoever for 
sponsored television, which we are to have at some 
future date in this country, relays direct from the 
operating theatre should be banned as unsuitable en- 
tertainment. As for public education, this will be 
much better served by the showing on television of 
films specially made to illustrate and drive home 
such surgical facts as the layman needs to know.— 
Editorial, Brit. M. J. 1:1344 (June 21) 1952. 


The development of the social sciences has thus 
far been prompted in the main by the desire to pro- 
mote human welfare. Most social scientists are in- 
spired by fine motives. Nevertheless, it is all too 
evident that the new knowledge of human behavior 
may be used to serve bad as well as good ends, Sci- 
entific methods of propaganda have been applied 
with great success by autocratic dictators to pervert 
great numbers of citizens in certain countries. Mod- 
ern advertising campaigns are using this knowledge 
for ends that may be detrimental to social progress, 
as well as for highly commendable purposes, The 
use of the new social techniques by governments 
and pressure groups may prove to be more funda- 
mental to the evolution of society in these times of 
rapid change than economic structures or social 
stratification.—Kirtley F. Mather: The Problem of 
aa Trends Today, Science 115:533 (May 
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THE CLINICAL SIGNIFICANCE 
OF NYSTAGMUS 


PAUL M. ABERNETHY, M.D. 
BURLINGTON 


The purpose of the following discussion is 
to point out some of the most commonly ac- 
cepted facts about nystagmus and especially 
to note the role of nystagmus in the diagnosis 
of ophthalmologic and neuro-ophthalomologic 
diseases. 

Definition and Types 

Nystagmus is defined as an abnormal ocu- 
lar posture due to derangement of the fac- 
tors governing the ocular movements, Nys- 
tagmus is classified according to the type of 
movement present, as well as to the direction 
of movement. Movements are generally of 
two types: (1) pendular—characterized by 
an undulatory movement with equal speed 
and amplitude in each direction; (2) jerky 
—in which there is a slow phase in one di- 
rection followed by a quick movement in the 
opposite direction, which tends to restore 
ocular fixation. The slow phase is the es- 
sential phase. 

Much confusion arises between the older 
literature and modern literature regarding 
the direction of a nystagmus. The earlier 
authorities classified the movement accord- 
ing to the direction of the slow phase. Since 
this phase is much harder to follow, the 
newer terminology classifies movement by 
the fast phase. In this discussion the latter 
classification will be used. 

Nystagmus will be divided into three main 
categories in this discussion: Only the patho- 
logic forms will be discussed. 


1. Ocular nystagmus 
2. Vestibular nystagmus 


8. Central nystagmus. 


Ocular Nystagmus 

Ocular nystagmus is characteristically of 
the pendular type and is usually found in 
conditions in which central vision is lost early 
in life, such as chorioretinitis involving the 
maculae, retrolental fibroplasia, albinism 
either total or partial, aniridia, total color 
blindness, and high myopia. It is also found in 
such conditions as congenital cataracts and 
corneal scars, which prevent the normal] func- 
tion of the maculae. The exact cause of this 
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form of nystagmus is not known. Most au- 
thorities attribute this pendular, searching 
nystagmus to an attempt on the part of the 
eye to prevent a blind area in the central 
field. Cogan, in his discussion, regarded as 
more tenable the hypothesis that this form 
is a true ataxia of the ocular movements due 
to a lack of the tonic innervation from the 
maculae"). Tonic innervation from the mac- 
ulae is thought to be the main factor in oc- 
ular fixation. A nystagmus which is ba- 
sically pendular in type is virtually always on 
an ocular basis. 

Under this general heading we also find 
other forms of nystagmus which are pre- 
dominantly jerky in type. Latent nystagmus 
is an uncommon condition in which nystag- 
mus is not normally present but may be elic- 
ited by covering one of the eyes. The essential 
requirement for this type seems to be the 
formation of a sharp image on the fovea of 
one eye and a blurred image on the other fo- 
vea. Optokinetic nystagmus is of interest 
here only in its pathologic aspects. Normally, 
it takes precedence over a vestibular nystag- 
mus, thus providing a means of determining 
if a nystagmus is of vestibular origin. A dif- 
ferential diagnosis may also be made between 
a peripheral and central hemianopia. Hemia- 
nopia due to a lesion in the chiasm, optic 
tracts, or radiations retains the ability to pro- 
duce an optokinetic nystagmus, although it 
may be diminished in amplitude. A central 
hemianopia, on the other hand, will abolish 
the optokinetic nystagmus in the affected 
field’, 

Spasmus nutans is a rather rare condition 
in which nystagmus is found associated with 
nodding head movements. The nystagmus is 
pendular in type and appears during the first 
year of life. The etiology is not known and 
the disease usually disappears within 12 
months, This type of nystagmus must be dif- 
ferentiated from congenital nystagmus, 
which will be discussed later. 

Various forms of occupational nystagmus 
may be encountered at intervals, Before the 
advent of adequate lighting in the mines of 
this country, miners’ nystagmus was quite 
prevalent. It is seen so rarely in this country 
that no discussion of it will be made here. 
Other forms of occupational nystagmus are 
seen in workers with occupations which re- 
quire unusual positions of the head and pro- 
longed eyestrain. This type of nystagmus 
may usually be diagnosed by history. 
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Vestibular Nystagmus 


Vestibular nystagmus is characterized by 
a jerky rhythm, the slow phase of which is 
caused by an impulse to the extraocular 
muscles arising from the semicircular canals. 
This form is independent of visual stimuli, 
being present in the dark and when the lids 
are closed, and, in contrast to ocular nystag- 
mus, is under subcortical control. In anesthe- 
sia, vestibular nystagmus persists until deep 
narcosis is obtained. Ocular nystagmus dis- 
appears early in anesthesia, showing that it 
is controlled by the higher cortical centers’, 

Vestibular nystagmus may be horizontal, 
vertical or rotary, the rotary type being most 
characteristic since it is seen less commonly 
in the other types of nystagmus. The laby- 
rinths have almost exclusive control of tor- 
sional eye movements. Rotary nystagmus is 
thus strongly suggestive of vestibular dis- 
ease, especially lesions of the vestibular nu- 
clei’, Vestibular nystagmus is a result of a 
difference between the impulses from the two 
labyrinths. In order for an impulse to arise 
from the labyrinth, some force must disturb 
the inertia of the endolvmph, with force be- 
ing exerted on the ampullary end of the canal. 
In this regard, it is interesting to note that 
while the horizontal canal is maximally stim- 
ulated by displacement of the endolvmvh 
toward the ampulla, the vertical canals are 
stimulated by movement away from the am- 
pullae. A minimum acceleration or decelera- 
tion of 1 to 3 degrees ner sec./sec. has been 
found necessary to produce stimulation of the 
labyrinth". This described movement of the 
endolymph is the basis for the various physio- 
logic tests used in testing the function of the 
labyrinth. Removal of one labyrinth by dis- 
ease or surgery results in a conjugate devia- 
tion of the eyes to the side of the diseased 
labyrinth, with a nystagmus to the sound 
side. 

Labyrinthine disease may give rise to two 
possible situations. If the labyrinth is ir- 
ritated, one will find a nystagmus toward the 
side of the lesion, the converse being true if 
the disease process has destroyed the laby- 
rinth. Vertical nystagmus of labyrinthine ori- 
gin cannot be localized in this manner. Cogan 
states that vertical nystagmus is not pro- 
duced by stimulation of one end organ of the 
vestibular apparatus. On this basis we are 
usually safe in saying that a spontaneous ver- 
tical nystagmus is practically always of cen- 
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tral origin’. Vestibular nystagmus can be 
produced so easily in the normal adult by ro- 
tation of the head or caloric stimulation that 
one can assume that some lesion is present 
in the vestibular end organ, nerve, or path- 
ways if it cannot be produced. Any nystag- 
mus which is not visible before the visual 
axes deviate beyond the binocular field is of 
no otologic significance”. 

Several points enable us to differentiate be- 
tween a nystagmus of peripheral and central 
origin. 

1. Nystagmus of peripheral origin is us- 
ually worse at the onset, gradually clearing 
with time. Nystagmus of nuclear or central 
origin is usually stable, with a tendency to be- 
come worse. 2. Coexistence of deafness, tin- 
nitus, and ‘vertigo indicate a peripheral le- 
sion. 3. Spontaneous vertical nystagmus is 
practically always indicative of central ner- 
vous system disease. 4. Labyrinthine lesions 
produce horizontal or rotary nystagmus, 
while central lesions produce horizontal ro- 
tary or vertical nystagmus. Central nystag- 
mus is characteristically pure horizontal ro- 
tary or vertical, with less tendency to be 
mixed in type 5. The usual rotary or caloric 
tests rarely affect nystagmus of central or- 
igin. Acute Meniere’s disease produces a very 
irregular and variable nystagmus which is 
of little help clinically”. 


Central Nystagmus 


Central nystagmus is typically jerky in 
type. Any disturbance involving the complex 
pathways which control the eye movements 
may give rise to nystagmus. For this reason 
it is very difficult at times to localize the 
cause of central nystagmus. The condition be- 
comes more noticeable as the eyes are devi- 
ated from the primary position. This type of 
nystagmus is typically symmetrical—that is, 
a movement which starts at the same angle 
of eccentricity and has the same amplitude 
in either direction. An asymmetrical type 
in which the movement starts at a different 
angle of eccentricity, with the amplitude be- 
ing more marked on one side than the other, 
has been reported. Duke-Elder states that 
such a nystagmus is found in a lesion of the 
pons affecting one posterior longitudinal bun- 
dle. Other localizing signs may be observed 
in following a patient. Otitis media generally 
produces a mild horizontal nystagmus toward 
the affected side. One occasionally sees nys- 
tagmus toward the sound side. A sudden 
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change of the movement toward the affected 
side would immediately suggest a beginning 
cerebellar abscess, This assumption is based 
on the fact that lesions of the cerebellum 
which often affect the vestibular nuclei pro- 
duce a nystagmus on the homolateral side 
which becomes more marked when the head 
is turned toward the affected side. 


Conditions producing central nystagmus 


Central nervous system diseases which 
most often produce nystagmus are: (1) mul- 
tiple sclerosis, (2) vascular diseases, (3) 
encephalitis, and (4) expanding lesions such 
as tumors and abscesses of the cerebellum or 
tumors of the cerebellopontine angle. 

Multiple sclerosis produces a horizontal or 
rotary nystagmus in a large percentage of 
patients. Most authorities now believe that 
this is a result of involvement of the vesti- 
bular nuclei rather than an intention type of 
tremor of the extraocular muscles as it was 
once thought to be. In this regard one often 
encounters an illusionary movement of the 
environment with nystagmus called oscillop- 
sia. This particular symptom when associated 
with nystagmus is thought to be pathogno- 
monic of multiple sclerosis. In nystagmus as- 
sociated with a lesion between the fourth and 
sixth nuclei in the midline, one sees the 
characteristic syndrome of internuclear oph- 
thalmoplegia, in which ability to move the 
medial rectus on conjugate lateral gaze is 
lacking, but ability to converge is intact. 

The most common vascular lesion which 
produces nystagmus is occlusion of the pos- 
terior inferior cerebellar artery (Wallen- 
burg’s syndrome). Occlusion of this vessel 
produces a horizontal nystagmus to the af- 
fected side, unilateral cerebellar signs, and 
Horner’s syndrome. Many other vascular 
lesions produce nystagmus without the pres- 
ence of localizing signs or any particular 
characteristic which might be helpful in di- 
agnosis. 

The vestibular nuclei are quite commonly 
involved in cerebellar and cerebellopontine 
angle lesions due to pressure on the nuclei. 
The nystagmus is apt to vary with different 
positions of the head. Cerebellopontine tu- 
mors produce horizontal or rotary nystag- 
mus toward the side of the lesion. Cerebellar 
disease—whether it be tumor, abscess, hem- 
orrhage or trauma—is noted for producing 
nystagmus. Supratentorial tumor rarely 
gives rise to the disorder. Nystagmus due to 
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cerebellar lesions is seen most easily when 
the eyes are turned laterally. The slow phase 
travels towards the primary position, while 
the fast phase tends to carry the eye back to 
the lateral position. Unilateral] lesions pro- 
duce slow jerks when the eyes are turned 
toward the diseased side and fast jerks when 
toward the healthy side. Supranuclear lesions 
are unusual in that they often obliterate the 
fast phase of a vestibular nystagmus, with 
production of paralysis of voluntary con- 
jugate gaze in one direction but retention of 
the slow phase. Stimulation of one labyrinth 
produces fixation of gaze laterally, while 
stimulation of the opposite labyrinth allows 
the eyes to turn in the direction of the para- 
lysis. The above findings suggest that it is 
possible for a lesion to interrupt the nervous 
connection between the cerebral cortex and 
the oculomotor nuclei without disturbing the 
connections between the vestibular apparatus 
and the oculomotor nuclei. The above symp- 
toms have been associated with pseudobul- 
bar palsy"). 

Encephalitis, especially the lethargic type, 
produces a horizontal or rotary nystagmus 
which is generally the last symptom to sub- 
side. Kelleher states that nystagmus in acute 
poliomyelitis is quite rare". 


Drugs as etiologic agents in nystagmus 

Various drugs and poisons may produce 
nystagmus. Analeptics in general may pro- 
duce a nystagmus or increase one which is 
already present. Narcotics decrease the ease 
with which one may produce nystagmus of 
vestibular origin. Mephenesin, which is one 
of the recent drugs used in cases of muscle 
irritability, produces a definite horizontal 
nystagmus when the drug reaches a therapeu- 
tic level in the tissues, becoming rotary with 
excessive doses. The use of drugs should 
never be overlooked when one is trying to de- 
termine the cause of nystagmus. 


Idiopathic Nystagmus (congenital) 

Everyone is prone to call any nystagmus 
found in children with poor vision congenital 
nystagmus. True congenital nystagmus is 
present at birth and usually has a definite 
hereditary background. The exact cause is 
not known. The movements are usually pen- 
dular and horizontal in type, with great vari- 
ation in amplitude. In some cases the nystag- 
mus is not apparent until one attempts a fun- 
doscopic examination. Nearly all cases ex- 
hibit high hyperopic astigmatic errors, with 
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amblyopia in one eye. Vision may be quite 
good in one eye despite the nystagmus, and 
quite often no other ocular disease or defect 
is found. Duke-Elder feels that most of these 
cases are probably due to a congenital an- 
omaly of the vestibulo-oculomotor appara- 
tus’, 
Summary 

Nystagmus is basically of two types: (1) 
pendular—usually ocular in origin, and (2) 
jerky—usually of vestibular, central or con- 
genital origin. 

The following points seem to be signifi- 
cant and on a statistical basis are generally 
indicative of the location of the lesion pro- 
ducing the nystagmus. 

1. Pendular nystagmus is usually of ocular 
origin. 

2. Spontaneous, jerky nystagmus which is 
horizontal or rotary and accompanied by ver- 
tigo and tinnitus is usually of labyrinthine or- 
igin. 

3. Spontaneous nystagmus which is hori- 
zontal, rotary, or vertical and not accompa- 
nied by vertigo is usually due to brain stem 
lesions. 

4. Spontaneous rotary nystagmus is quite 
common in lesions involving the vestibular 
nerve and vestibular nuclei. 

5. Spontaneous vertical nystagmus is prac- 
tically always of central origin. 

6. Nystagmus in which the fast phase is 
selectively absent is usually due to a supra- 
nuclear lesion. 

Illusionary movement of the environment 
with nystagmus (oscillopsia) is said to be 
indicative of multiple sclerosis. 

Other, less common forms of nystagmus 
have been discussed. 
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Deaths from tuberculosis have been reduced to 
about one-tenth of what they were a century ago; 
but they still cost the U.S.A, 1,000,000 years of 
future working-life and $350,000,000 a year for 
medical care and related services.—C. E. A, Wins- 
low, The Cost of Sickness and the Price of Health, 
WHO Monograph Series No, 7, 1951. 
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CORNEAL TRANSPLANTATIONS 


L. BYERLY HOLT, M.D. 
WINSTON-SALEM 


Since von Hippel performed the first suc- 
cessful round trephine, total, penetrating 
corneal transplants in 1877''', many patients 
have built up the hope of being able to see 
and become self-supporting as the result of 
a successful transplant. Corneal transplanta- 
tion is recommended by most authorities in 
conical cornea, interstitial keratitis, disci- 
form keratitis, parenchematous keratitis, 
blood-stained corneas, and cases of Groe- 
nouw’s, Fleischer’s, Haab-Dimmer’s, and 
Salzmann’s dystropy, which have little or no 
vascularity. 

Corneal transplantation is contraindicated 
in many cases, however. Many patients have 
traveled great distances, at great expendi- 
ture of time and money, for advice which 
their local eye physician could have given 
them. It is well, therefore, to consider care- 
fully the selection of cases. 

In addition to a routine eye examination, 
including testing of the tension and inspec- 
tion of the fundus, the slit lamp should aid 
in making the diagnosis. In rare cases, infra- 
red stereophotography is also useful. 


Contraindications 

The conditions in which a total, penetrat- 
ing corneal graft is not recommended are 
many™’. 

Because of the large degree of vascularity 
present, such grafts are not recommended in 
chemical burns from lime, mustard gas, tear 
gas, sulfur dioxide, and gunpowder wounds. 

Since any corneal transplant will be in- 
vaded by vessels from the recipient cornea 
unless beta irradiation or other treatment 
has eradicated them, extensive vascularity of 
either the posterior or the anterior third is 
contraindication for the procedure. 

In 1947 Davidson'*") reported a case of 
lipoid dystrophy in which the transplant did 
not remain clear. The dystrophy infiltrated 
the transplant. Corneal transplants in cases 
of Fuchs’ dystrophy have likewise been in- 
vaded by the original pathologic process. In 
his discussion of this paper, Dr. Frederick 
Stocker ‘*' will explain how he has over- 
come this difficulty in a number of cases 


Read before the Section on Ophthalmology and Otolaryn- 
gology, Medical Society of the State of North Carolina, Pine- 
hurst, May 7, 1952. 


a 

: 

5 

4 

5 

6 


February, 1953 
by promptly removing all the affected tissue, 
along with healthy tissue around the entire 
circumference. 

Active uveitis will cause the spread of pre- 
cipitates, along with edema and infiltration 
of the predominating cells of the uveitis. 

Excessive photophobia, lacrimation, and 
blepharospasm have negated work with ker- 
atoplasties on patients who have these dis- 
orders in addition to their underlying dis- 
ease. 

Eyes with nystagmus make poor hosts for 
grafts because of the associated amblyopia, 
which makes it difficult to determine the 
condition of the optic nerve and retina with 
full dilatation. 

In adults, amblyopia ex anopsia, chronic 
retrobulbar neuritis, toxic amblyopia, optic 
atrophy, retinal sears, and chorioretinitis 
constitute a class of disorders in which treat- 
ment by corneal transplantation is virtually 
hopeless. 

Uncontrolled glaucoma constitutes a night- 
mare for those performing ccrneal trans- 
plantations or any other intra-ocular opera- 
tion. 

Patients who are without an anterior 
chamber or who have extensive synechiae 
both anteriorly and posteriorly, atrophia bul- 
bi, or phythisis bulbi are ready for enuclea- 
tion rather than corneal transplantation. Se- 
vere vascularization, along with the state 
of poor nutrition derived from the tissue of 
the host, negates keratoplasty in pannus de- 
generativus, band-shaped degeneration, epi- 
dermolysis bullosa pemphigus. Corneal trans- 
plants are also contraindicated in large an- 
terior staphylomas. 

The highly nervous, emotionally maladjust- 
ed or psychopathic person is a hopeless sub- 
ject for a total penetrating transplant be- 
cause of his inability to cooperate during 
postoperative care. 


The donor eye 

No list of contraindications for kerato- 
plasty would be complete without a discus- 
sion of the donor eyes. 

The question is often asked if the eye of a 
stillborn baby can be used. The answer is 
that, because of the edema, corneas from 
these delicate immature eyes cannot be trans- 
planted successfully. 

Because of the bedewing of the endothe- 
lium and infiltration into the cornea, glau- 
comatous eyes are not used. 

In gliomas of the eyes, the cells of the ma- 
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lignant lesion travel into the anterior cham- 
ber onto the cornea. Since one does not want 
to transfer a malignant growth, these are 
eyes that are unsuitable for use. The same is 
true of retinoblastomas and other tumors in- 
volving the anterior segment. 

Any eye with an intraocular infection or 
an eye from a person who died of a systemic 
disease is not usable because of the probabil- 
ity of transferring the disease. At present 
there is no experimental or clinical evidence 
that syphilis can be transferred by corneal 
transplants’, 


The North Carolina Eye Bank 

Conditions that are favorable for treat- 
ment by corneal transplants include inter- 
stitial keratitis from tuberculosis or syphilis, 
disciform or parenchymatous keratitis with 
little or no vascularity, conical cornea, blood- 
stained cornea; Groenouw’s, Fleischer'’s, 
Haab-Dimmer’s, and Salzmann's dystrophy, 
and central nebulae. Because of the need for 
eyes in such cases, an eye bank was set up 
in North Carolina on a state-wide basis, un- 
der the North Carolina State 1951 Session 
Laws, chapter 773, General Statutes 90-216, 
section 1 through 7. 

The Eye Bank for Restoring Sight, Inc., 
is a nonprofit, charitable organization to as- 
sist all physicians and all hospitals in North 
Carolina. The term “bank” is somewhat of 
a misnomer, since eyes cannot be stored in- 
definitely and still be suitable for use. Trans- 
plantations should be done within 48 hours 
after death. 

The Eve Bank supplies free donation 
blanks, free containers for eyes, and free 
transportation of eyes, in cooperation with 
Piedmont, Eastern, Capital and Northington 
Air Lines, and free limousine and taxi trans- 
portation. It is set up to supply eyes for 
corneal transplantation, free of charge, to 
any physician in North Carolina. Applica- 
tions from physician and patients desiring 
eyes are placed on file and are filled in the 
order in which they are received. 
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Fig. 1. A. A total perforating corneal graft. 
B. A. partial lamellar or non-penetrating corneal 
graft. C. A partial penetrating corneal graft. 
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Discussion 


Dr. F. W. Stocker (Durham): Dr. Holt is to be 
congratulated for his courage in telling us what 
cannot be done by corneal transplantations. The 
public has been misled by various articles in the 
lay press, advertising in glowing terms the wonders 
of corneal grafting. People think a corneal trans- 
plant will cure any case of blindness. Therefore, it 
was very appropriate to point out a number of eye 
diseases that are not suitable for corneal trans- 
plants. 

I should like to comment on the technique of 
corneal transplantation. 

There are three types of corneal transplants— 
the total perforating, the partial perforating, and 
the lamellar graft (fig. 1). When I began doing 
this operation some 25 years ago, one was afraid to 
do large grafts because of technical difficulties. 
Since the development of very sharp, special needles 
that enable us to insert edge-to-edge sutures, it has 
become safe to use larger grafts. 

Among the conditions not suitable for corneal 
transplantations, Fuchs’ endothelial and epithelial 
dystrophy has been included by all corneal surgeons. 


operatoire, 
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Fig. 2. Corneal transplant in a case of Fuchs’ 
endothelial and epithelial dystrophy. A. Before the 
operation. The distorted light reflex on the cornea 
indicates epithelial edema which reduced vision to 
20/200, with best correction. B. After a perforating 
corneal graft, measuring 9 mm. in diameter, was 
performed. The light reflex on the cornea is sharply 
outlined. Vision was 20/20 with correction. 


We were able to demonstrate that this is not so if 
large grafts, by which most of the diseased part of 
the cornea is replaced, are used. 

Figure 2A represents a case of Fuchs’ corneal 
dystrophy. You will note the blurring in the corneal 
and the little bubbles which are caused by the light 
reflexes on the edematous epithelium. Vision was 
less than 20/200. 

Figure 2B shows the same case after an almost 
total corneal graft had been done. The transplant is 
perfectly clear and vision 20/20 one year and a half 
after the operation had been performed. 


Fig. 3. Corneal transplant in a case of keratoco- 
nus. A. Before the operation. The conical shape of 
the cornea is clearly recognizable. Vision is less than 
20/400 with correction. B. After a perforating cor- 
neal graft, 7.5 mm. in diameter, was performed. 
The conically curved cornea is replaced by a nor- 
mally curved cornea. Vision was 20/30 with correc- 
tion. 


Figure 3 A and B shows the result obtained by 
corneal grafting in keratoconus. The abnormal 
curvature of the cornea has been eliminated. 

As demonstrated by figure 1, we have the possi- 
bility of removing only a superficial layer of the 
cornea and replacing it with a corresponding super- 
ficial layer of the donor eye. In cases of aphakia 
combined with Fuchs’ dystrophy, this technique has 
given us encouraging results, although the improve- 
ment in vision cannot be expected to be as dramatic 
as in perforating transplantations. 

As to the selection of donor material, Dr. Holt 
has very rightly said that the cornea from a still- 
born baby is not suitable for transplantation. On 
the other hand, it has been contended heretofore 
that the age of the donor made no difference. How- 
ever, 6 per cent of all older people are reported to 
have cornea guttata, a prestage of Fuchs’ dystro- 
phy. By using corneas of older people indiscrimi- 
nately we run a certain risk of inadvertently trans- 
planting cornea guttata, which might later develop 
into Fuchs’ dystrophy. The donor, therefore, should 
be known to be free of cornea guttata. 
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To conclude, I should like to congratulate Dr. 
Holt on his initiative in the establishment of an eye 
bank in North Carolina. In the past I always felt 
ashamed when I had to call New York in order to 
perform a corneal transplantation. Although the 
New York Eye Bank has always been very cooper- 
ative, I thought we should be able to take care of 
our own needs for corneas. With the cooperation of 
all the physicians and all the hospitals of North 
Carolina, we might be able to become self-sufficient 
in this field. Perhaps affiliating with a system 
which would include the New York Eye Bank would 
be advisable. I wish for the eye bank in Winston- 
Salem a successful development. 


A SUCCESSFUL PROCEDURE 
FOR TAPEWORM 


Report of a Case 


JOSEPH J. COMBS, M. D. 
and 
FANNIE KATE WARD, A.B. 


RALEIGH 


A 13 year old male student, from Syria was 
admitted to the North Carolina State College 
Infirmary on June 8, 1952, with a history of 
passing segments of tapeworm. He stated 
that he had first noticed these segments 
about one year prior to admission and had 
had two courses of treatment on an out-pa- 
tient basis in Syria. 

The physical examination on admission 
was essentially negative. The red blood cell 
count was 4,750,000, with a hemoglobin of 
93 per cent. There were 5,600 white blood 
cells, with a differential count of 56 per cent 
neutrophils, 38 per cent lymphocytes, and 6 
per cent eosinophils. The sedimentation rate 
was 4.5 mm. (Cutler technique). A urinaly- 
sis revealed no abnormalities. The Wasser- 
mann test was negative. 

The patient was put on a liquid diet. A 
stool passed on the day of admission re- 
vealed ova of tapeworm. On the morning of 
June 4, 1952, magnesium sulphate, 1 ounce, 
was given, and at 4 P.M two terminal prog- 
lottides were found in the stool. These were 
approximately 18 mm. long and 5 mm. wide. 
When these were pressed between two glass 
slides, 20 to 25 uterine branches were visible 
on each side of the proglottide. This examina- 
tion identified the specimen as Taenia sagi- 
nata,. 

Another ounce of magnesium sulphate ad- 
ministered on the morning of June 5, 1952, 
purged the patient well. More proglottides 
were passed. The patient was now considered 
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to be prepared for expulsion of the tapeworm 
and scolex. 

On the morning of the third hospital day, 

June 6, 1952, 1/75 grain of atropine sulphate, 
was given hypodermically at 8 A.M. A Reh- 
fuss tube was passed into the stomach at 
8:15 A.M., a glass of water given, and the 
patient put on his right side. At 9:30 A.M. a 
roentgenogram showed the bulb of the tube 
to be at the pylorus. The patient was given 
more water and put back to bed on his right 
side. At 10:30 A.M. another roentgenogram 
showed that the bulb had progressed about 
4 inches into the duodenum. At this point 
the following mixture was passed through 
the tube by a syringe: 
Oleoresin aspidium . 8 Gm, 
Mucilage acacia 30 ce. 
Saturated solution of magnesium sulphate 30 cc. 
Another 50 cc. of warm water was used to 
clear the tube. 

The patient received this mixture without 
any nausea, retching, or other untoward 
symptoms. At 12.45 P.M. he was resting well, 
and no results had been obtained. Another 
14 ounce of magnesium sulphate was given 
through the tube, followed by 50 ce. of warm 
water. 

At 1:15 P.M. purgation began, the first 
specimen being largely liquid, with a small 
amount of solid matter. At this time the Reh- 
fuss tube was removed. There were a few 
mature proglottides and also several quite 
small proglottides measuring about 2 mm. 
in diameter. The second specimen, collected 
at 1:30 P.M., was entirely liquid and con- 
tained only one mature proglottide. The third 
specimen, collected at 2 P.M., was liquid and 
contained no proglottides. At 4:30 P.M. the 
fourth specimen was collected. This was a 
liquid stool containing the bulk of the worm, 
measuring approximately 6 yards in length, 
and the scolex. The scolex was detached from 
the worm and measured about 2 mm. in di- 
ameter. Its entire length including the three 
attached proglottides, was about 4 mm. Four 
suckers were plainly visible on the scolex, 
and there was no rostellum, thus excluding 
the possibility of mistaken identity. The iden- 
tity of the scolex was made by the authors 
and verified by other consultants trained in 
this field. 

Comment 

The atropine was given to preclude any 

spasm of the folds of the intestines around 
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the scolex, and thereby to enhance the ac- 
tion of the vermifuge. The Rehfuss tube was 
used to deposit the irritating oil of aspi- 
dium in the duodenum, consequently prevent- 
ing the nausea, vomiting, and retching which 
is usually produced by this drug. The warm 
fluids and excess magnesium sulphate were 
for the purpose of sweeping the worm out 
intact—if possible—and to prevent the sco- 
lex from re-attaching itself lower in the in- 
testine. The size of the segment containing 
the scolex was emphasized to illustrate how 
carefully the specimens must be studied to 
prove the success of the whole procedure. 


KARLY NORTH CAROLINA MEDICINE 


Army Surgeons of the American Revolution 


DoroTHy LONG* 
LEXINGTON, KENTUCKY 


In the Colonial and State Records of North 
Carolina are listed the names of some of the 
doctors who served during the American 
Revolution, either in the state militia or in 
the Continental Line. Many of them were in 
the army for short periods, but among those 
who continued to the end of the war “or were 
deranged by acts of Congress” were James 
Fergus, James W. Green, William McClure, 
Solomon Halling, and Joseph Blythe, all of 
whom are listed as surgeons, and William 
MacLean, surgeon’s mate’. At that time, 
in the general hospitals of the medical de- 
partment, some men were appointed as 
physicians and some as surgeons, but doc- 
tors who served with the regiments in the 
field were called surgeons, even though they 
might treat more diseases than wounds. Be- 
sides those listed above, others who were in 
the army at various times included John 
Fergus, Isaac Guion, Thomas Bull, Samuel 
Cooley, Jonathan Loomis, Hugh Boyd, Na- 
thaniel Alexander, and William Pasteur. Dr. 
Hugh Williamson, in addition to his political 
activities, was for some time Surgeon Gen- 
eral to the North Carolina militia, and Dr. 
Thomas Burke, governor during part of the 
war period, was not at this time practicing 
medicine actively, but he was interested in 
the medical department of the army, and 
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served on the medical committee of the Con- 
tinental Congress. 

During the early years of the Revolution 
it was apparently very difficult to secure 
physicians for the army. Dr. John Fergus 
wrote to the Council of Safety in July, 1776, 
sending his account by Captain Forster for 
“Many Services and a great deal of Labour 

. .. the soldiers and Militia being very 
sickly in general . . . ’*) He mentions his 
“vast fatigue and Extraordinary Exertion,” 
probably with justice, as he adds that he had 
all the sick of four regiments of the Conti- 
nental Line and many of the militia under 
his care, though his mate, Mr. Ward, was “a 
very assiduous young man and of great as- 
sistance to me.” Dr. Fergus was surgeon of 
the Ist North Carolina battalion from May, 
1776, to April, 1777, but this was not his 
first experience as a military surgeon. A let- 
ter from G. McRee to David Swain, repro- 
duced in the Records, gives a copy of a com- 
mission, some words of which are indecipher- 
able, given to Dr. Fergus in 1758: “To John 
Fergus, Gentleman.—Greeting: Out of the 
assurance I have of your Loyalty, Skill, and 
ability, I do hereby Constitute, Nominate & 
Appoint you, the said John Fergus, Surgeon 
of a company of Fort commanded by John 
Paine, Esqr. You are to take care of all Sick 
and wounded in the said Company that shall 
be Committed to your Charge, and you are 
to... assist . . . Skill and Judgment, and 
in all respects taking the said company you 
are to Act & do as a Careful and diligent 
Surgeon ought to do and Act, & for your so 
doing this shall be your Warrant. Given un- 
der my hand and Seal on this Twentieth day 
of January in the year of cur Lord 1758. 
Arthur Dobbs.’ In 1784 the State House of 
Commons resolved that ‘Dr. John Fergus, a 
Surgeon in the Indian war of 1761, under the 
command of the late Col. Hugh Waddle of 
this State, be permitted to enter (on paying 
the fees of office only) in the District of Wil- 
mington in which he lives, vacant land to the 
amount of the quantity allowed by the procla- 
mation of the then King.” 

Few, if any, other North Carolina doctors 
were as well equipped for service with an 
army as was Dr. Fergus, who in addition to 
his experience was a graduate of Edinburgh. 
Most of the surgeons were young men of 
whose training and experience we know very 
little. Nathaniel Alexander, later to become 
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prominent as a statesman as well as a phy- 
sician, was a native-born North Carolinian 
and a graduate of Princeton. Another young 
physician, however, had a totally different 
background. According to a letter from Dr. 
Williamson to Dr. Burke, July 5, 1781; “Two 
days ago I recd. a Letter from Edenton con- 
cerning a young man a Surgeon lately arrived 
from England who is willing to serve in the 
Army. His name is Bull, he was born and 
educated in London, came out Surgeon to a 
privateer of 20 guns which the crew seized 
at Madeira and brought her to Teneriff. 
From Teneriff he is just come to Edenton 
and desires employment. Tho I presume that 
he has been regularly educated and is well 
accomplished as a Surgeon [ should not em- 
ploy a Gentleman in his Situation unless by 
advice from Government or the commanding 
officer. At present I do not know whether 
any Surgeons are or will be wanted.’ 
Despite Williamson’s quite natural reluc- 
tance to employ a surgeon under such cir- 
cumstances, Dr. Bull was appointed sur- 
geon’s mate of the First North Carolina reg- 
iment within that same month. Writing to 
General Sumner in May, 1782, he said that, 


though appointed as assistant, he had acted 
as a surgeon, and felt that he deserved the 


pay of the higher rank, “in consideration of 
the severity of my duty on first entering the 
army.” “ The Journals of the Continental 
Congress record that in 1777 regimental sur- 
geons were paid two dollars and four rations 
per day, while mates received one and one- 
third dollars and two rations—at least, they 
were entitled to this pay, though they often 
had difficulty in collecting it. While the sal- 
ary certainly does not sound exorbitant, one 
delegate to the Congress, Roger Sherman of 
Connecticut, wrote to the governor of his 
state, concerning the arrangements for the 
medical department, that he thought the 
pay very high, but that physicians in the 
Southern states were used to high pay.” By 
1782 the pay was much higher, because of 
the depreciation of the continental currency, 
and for several years after that the doctors 
were still trying to collect what was due 
them. For example, in May, 1784, a commit- 
tee of the state House of Commons directed 
the commissioners to adjust the accounts of 
Robert Brownfield and Nathaniel Alexander, 
mates in the Continental Hospital in the 
Southern department up to January 1, 1782, 
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and that they be paid the same as officers 
of the line. The two doctors were also to be 
allowed one thousand acres of land for their 
“steady and faithful services.” 


Whatever his salary may have been, how-. 
ever, Dr. Thomas Bull was obviously much 
more interested in travel and excitement than 
in money. When officers were being chosen 
to go with the commissioners who were lay- 
ing off the western lands for North Carolina, 
he requested permission to accompany them, 
not only because his services as a doctor 
might be needed, but also because he spoke 
Spanish, and it was thought than an inter- 
preter who knew that language might be use- 
ful"), His request may have been granted, 
as in August of 1782 he resigned his commis- 
sion in the army. 

(To be continued) 
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The hostile patient: Let us take the example of 
the hostile patient. One of the most difficult prob- 
lems we have as physicians is in handling these 
resentful, angry people. We all want to be liked 
and most of us need very much to feel we are help- 
ing others. A patient who shows anger at us un- 
determines our self-esteem. We may react to this 
attack with counter attack, call him an ingrate or 
neurotic to ourselves, and quickly dismiss him with 
varying degrees of courtesy from our presence. And 
yet we may be left with the unpleasant feeling we 
have dismissed a sick person who needs our help, 
or we may have vague, guilty stirrings suggesting 
that perhaps it was our fault. We may even fear 
the harm that a malicious tongue can do to our 
reputation or practice. Learning to handle such 
people takes patience and time. It may also take 
many unpleasant episodes and much self-evaluation 
before we can handle anger in our patients when it 
is directed against ourselves. On the other hand, 
an attempt to find out why the patient is hostile, 
or to listen to his problems, may allow us not only 
to know the pleasure of eliminating his anger toward 
us, but of giving help to a person who obviously 
needs it. So often the angry person is that way be- 
cause he is scared, scared of us or of his own illness. 
He needs help in overcoming his fears just as much 
as a patently fearful person who appeals to us di- 
rectly for our help.—Ebaugh, F. G.: Applied Psy- 
chiatry in General Practice. Canad, M.A.J. 67:613 
(Dec.) 1952. 
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MAGNUSON COMMISSION’S 
REPORT 


The much heralded President’s Commis- 
sion on the Health Needs of the Nation has 
issued the first and last volumes of its re- 
port, leaving the second, third and fourth 
volumes to come later. The very size of the 
report is evidence that the Commission has 
worked hard during the year of its existence. 
No one questions the integrity of its chair- 
man, Dr. Paul Magnuson. The members of 
the Commission are all well known, and 
doubtless were sincere in the contributions 
they have made to the work. In the preface 
to the Commission’s report, the first of four 
“fundamental decisions which have guided 
Commission policy throughout the year” 
was stated thus: “Insofar as it was humanly 
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possible to lay aside any preconceived bias 
and approach this huge task with open 
minds.”’ Nevertheless, most of those who have 
followed the prolonged struggle to bring the 
practice of medicine in this country under 
some sort of government control expected, 
and many predicted, that the final recom- 
mendations would be slanted heavily toward 
that end. To anyone who has read volume 1 
and the press release on volume 5, it will 
be obvious that these fears were justified. 


There can be no quarrel with many of the 
Commission’s findings and recommendations 
expressed in volume 1: (1) That “the main- 
tenance of health must now be added to food, 
shelter, and clothing as one of the necessities 
of living’; (2) the importance of safeguard- 
ing health; (3) the necessity of the individ- 
ual’s assuming some responsibility for his 
own health; (4) the obligation of the com- 
munity to promote public health, sanitation, 
and other public health measures; (5) the 
importance of preserving the patient-physi- 
cian relationship; and (6) the importance of 
the general practitioner in medical practice. 


It was disappointing to most physicians, 
however, to find that the Commission rec- 
ommends Federal aid to the states for health 
services to the low-income groups; that it 
accepts Oscar Ewing’s recommendation that 
“Funds collected through the Old-Age and 
Survivors Insurance mechanism be utilized to 
purchase personal health service benefits on 
a prepayment basis for beneficiaries of that 
insurance program under a plan which meets 
Federal standards and which does not in- 
volve a means test’’; and that it recommends 
Federal aid to medical education. It is grati- 
fying that the only medical dean on the Com- 
mission, Dr. J. C. Hinsey of Cornell, offered 
a minority report in which he expressed 
“doubts about the advisability of Federal aid 
in health education as recommended in this 
report, with the possible exception to that in 
graduate schools of public health.” 


After Dr. Magnuson’s unhappy experience 
with government bureaucracy in the Vete- 
rans Administration, one is surprised to find 
in the Commission’s report the naive state- 
ment that “There must be no Federal con- 
trol over the curriculum cr administration of 
any school or the admission of applicants, ex- 
cept as it may be necessary to maintain min- 
imum standards.”’ Apparently Dr. Magnuson 
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and the other members of the Commission 
have forgotten the Supreme Court decision 
that the government has the power to regu- 
late that which it subsidizes. 


In his letter of transmittal to former Pres- 
ident Truman, Dr. Magnuson said: “In our 
work we have had the indispensable aid of a 
highly competent staff In all of its 
work, the staff has subordinated its own 
opinions in a sincere effort to interpret ac- 
curately the will of the Commission.” If the 
staff has indeed interpreted accurately the 
will of the Commission in its press release 
summary of volume 5, we can be reasonably 
sure that the Commission was not wholly 
successful in its desire “to lay aside any pre- 
conceived bias and approach this huge task 
with open minds.” 


This volume, entitled “The People Speak— 
Excerpts from Regional Public Hearings on 
Health,” contains 521 pages. The press re- 
lease, containing not quite 3014 pages, will 
be of course far more widely read than the 
huge volume which it purportedly summa- 
rizes. In the release, excerpts from the public 
hearings have been deliberately slanted 
toward creating the impression that, in the 
words of the CIO representative, ‘“‘we find 
medicine in all its categories inadequate to 
meet the needs.” Of the 40 representatives of 
organized labor who appeared as witnesses 
before the Commission, 14 (including a rep- 
resentative of the AF of L Federation of 
Teachers) are quoted in the press release. Of 
the 114 doctors listed in volume 5 as wit- 
nesses, only 6 are mentioned in the entire 
press release. Nearly 7! pages of the 30- 
page release are allotted to the section of 
volume 5 entitled “‘The Worker: His Stake 
in Health”; 5 2/3 pages, to the section called 
“The Doctors Speak.” Of these 5 2/3 pages, 
almost 214 were taken up with comments 
from Commissioners Walter Reuther and 
Russel Lee. 


To add insult to injury, the excerpts from 
the latter section were chosen to give the 
impression that two of the three doctors 
quoted were sympathetic to the Commis- 
sion’s recommendations. Actually, however, 
all three of these doctors expressed the senti- 
ment of all other physicians quoted in this 
section, when they emphatically declared 
their opposition to federal aid. The press re- 
lease quotes Dr. Lee Stone of Illinois as say- 
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ing that, while the President’s Commission 
was first severely criticized, “since being 
here . . . I realize that there is a tremendous 
earnestness about this whole thing. And I 
think it will continue to be that way.” The 
release omits his final statement that “if 
the cost of health care is to be substantially 
reduced, the greatest contribution which the 
Federal government can make is the termi- 
nation of its inflationary fiscal policies and 
the confiscatory taxes on which they feed.” 


Dr. H. M. Clodfelter, president of the Ohio 
State Medical Association, is quoted as say- 
ing that “There are communities in Ohio 
which need the services of a physician .. . 
Some of our official agencies and institutions 
are in need of medical personnel” What the 
press release does not give is his statement: 
“We believe the needs and deficiencies exist- 
ing in Ohio can be met by Ohio.” 


Apparently to leave a superficial impres- 
sion of fairness, one physician — Dr. R. G. 
Arveson of Wisconsin — is allowed to speak 
out in support of voluntary health insurance 
and the present system of medical practice. 
The half page allotted to his testimony, how- 
ever, does not include his statement that 
“There can be no freedom of choice or initia- 
tive where unnecessary taxes are the added 
burden which virtually exhausts a man’s re- 
sources. I find myself in fundamental dis- 
agreement with those who would substitute 
the policy power of the Federal government 
for the initiative of the individual.” 


Careful reading of volume 5 discloses that 
not one of the 26 witnesses whose testimony 
is given in the section entitled “The Doctors 
Speak” advocated federal aid to medical ed- 
ucation or to the states for the medical care 
of the low-income group. On the other hand, 
every one of the 26 quoted expressed confi- 
dence in the ability of his state to take care 
of its own medical problem. 


Few, if any, doctors will claim for a mo- 
ment that our system of medical care is per- 
fect. On the other hand, the medical profes- 
sion is striving constantly to correct its mis- 
takes and to render more efficient service. 
Most doctors, however — along with most 
American voters—object to the ideology of 
the Welfare State, and will resent the ob- 
vious attempt of the Magnuson Commission's 
press release to further that ideology. 
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Guest Editorial 


THE TREND TO GENERAL PRACTICE 


During the past decade the general prac- 
titioner has come to occupy a place of in- 
creasing importance in the medical fratern- 
ity. It seems inescapable that more and more 
emphasis will be placed on his work and his 
training. That this is wholesome from the 
standpoint of the profession is agreed upon 
by most medical men. 

The increased cost of medical care and 
the frequent lack of a readily available phy- 
sician has been the target of much public 
criticism. 

The return to the concept of the general 
practitioner can do much to remove the cause 
of these complaints. An increase in the num- 
ber of general practitioners will make avail- 
able to a larger segment of the public the 
family type of medical care. It is an admitted 
fact, moreover, that the family doctor can 
render medical advice at a lower cost than 
can the specialist. This is not to imply that 
the general practitioner is in any way a “cut 
rate” physician. Rather, it implies that he 
is able to care for the majority of complaints 
without the cross-referral that may be so 
annoying in specialist groups. 

The general practitioner should have the 
additional advantage of being acquainted in- 
timately with the medical history of his pa- 
tients. Consequently, he should be able to 
evaluate the majority of cases with fewer ex- 
pensive tests than can a physician who is 
unacquainted with their history. These fac- 
tors represent real financial saving and it 
appears that whether or not the profession 
likes it, the public is going to demand this 
type of practice. It is well for physicians to 
remember that medical practice has rigid 
economic limitations, within which a scien- 
tific ideal is not always attainable. 

Another factor, not of paramount impor- 
tance to the public at present but which will 
probably become so, is the increasing empha- 
sis on psychosomatic medicine. The general 
practitioner, with his intimate knowledge of 
the family group which he serves, should be 
an expert in this field, and may expect to find 
an increased proportion of his practice in it. 

In general, medicine has become over- 
specialized. In many instances the specialist 
is no longer allowed to work as an expert in 
the more difficult phases of disease, but is 
forced by economic pressure to treat the 
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commonplace diseases in and related to his 
specialty. This situation tends to lower the 
quality of specialized service. Certainly any 
physician will agree that a man with the in- 
telligence and fortitude to specialize is en- 
titled to enough work to keep him busy with- 
out having to invade the field of general prac- 
tice. 

An unofficial survey in Memphis has 
shown that less than 25 per cent of the 
specialists find it economically possible to 
remain strictly within the bounds of their 
specialty. Medicine does the well trained 
specialist a disservice in overcrowding his 
field. 

In the past few years this situation has 
been changed in many medical training cen- 
ters; so changed that the future course of 
medical training has become quite clear, The 
basis of all undergraduate medical training 
will come inevitably to be instruction in gen- 
eral practice, presented by the specialist and 
the general practitioner working together. 
This training can only result in better medi- 
cal service at less cost. It will be well if the 
training of specialists be reduced to the point 
where some of the overcrowding in the var- 
ious fields will be eliminated. This, of course, 
should not be done by reducing the good 
training facilities now available, but rather 
by making some of these facilities accessible 
to men who propose to enter general practice. 

We must be careful that the present trend 
toward general practice does not go too far. 
Granted that the current shortage of per- 
sonnel is now in the field of general practice, 
we must remember that a balance must be 
struck between general practitioners and 
their specialized colleagues. The current 
trend should be so controlled that a number 
of years hence we do not find ourselves with 
too many good general practitioners and 
too few specialized men. 

Like most professions, medicine seems in- 
capable of taking a middle course. In the 
past 30 years there has been far too much 
emphasis on specialization. Now that gen- 
eral practice is coming into its own, it is 
possible that the next 30 years may see too 
much emphasis placed on general practice. 
The present trend toward general practice 
should be promoted with enthusiasm, but 
with a view to future medical needs. 

PAUL WILLIAMSON, M.D. 
General Practice Staff 
University of Tennessee 
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PUBLIC RELATIONS 


DU PONT’S APPROACH TO 
PUBLIC RELATIONS 


W. IF. DE LOACHE 
CHARLOTTE 


The phrase “public relations” frequently 
means different things to different people. 
As used here, industrial public relations in- 
cludes all those things which affect the at- 
titude of everyone who comes in contact with 
the firm. People are impressed, and their at- 
titudes influenced by anything from a speech 
by the president, to the sound of a clerk’s 
voice on the telephone; from the disposal of 
factory wastes into a river, to the conduct of 
an employee at a football game; from im- 
pressive donations to charity, to the way 
plant auto traffic is handled. A firm’s pub- 
lic relations is the concensus of a multitude 
of impressions. It is a dynamic, fluid state 
of circumstances which, in the net, determine 
whether or not a company is looked upon 
with favor. 

Simply stated, then, a public relations pro- 
gram is just an effort to make a good impres- 
sion. But even as the definition is easily 
stated, the execution is frequently something 
else. Nearly everybody wants to make a good 
impression, but the big corporation has not 
always been sufficiently articulate or willing 
to present its case properly. 

The basic philosophy in Du Pont’s public 
relations is two-fold: First, there is the de- 
sire and intent to conduct company affairs 
in a manner which serves the best interests 
of all concerned—the employees, the stock- 
holders, the customers, the suppliers, and the 
general public—in short, to live right. Once 
there is a coordinated effort to live right, 
the second step is to let people know about it. 
Distrust and suspicion can ruin the reputa- 
tion of a well-meaning organization if the 
critics have insufficient information as a ba- 
sis for judgment. Equally important is that 
there is no point in pretending to “live right.” 
The public will not be fooled. 

Public relations is not just publicity. News- 
paper releases, radio plugs, and various 
stunts designed to attract public attention all 

Digest of paper read before the Public Relations Conference 
Society of North Carolina, Raleigh, December 
From the Southeastern Regional Public Relations Office, E. 


i du Pont de Nemours and Company, Charlotte, North Caro 
ina. 
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have their place in public relations, but bus- 
iness men have long since learned that a 
press conference and a free trapeze act do 
not constitute a public relations program. 
Publicity is not the end, in a public rela- 
tions effort. It is only one of the means to 
an end, albeit an important one. 

Du Pont believes that in the field of pub- 
lic relations, all large business firms face a 
basic, common problem—that of public mis- 
understanding, which first breeds suspicion 
of big business and later hostility towards it. 
It is believed that if this lack of public con- 
fidence were to continue unchecked, it would 
ultimately be reflected in a political atmos- 
phere of anti-business statism and control. 
And everyone would be the loser—most of 
all the public. The penalizing, restrictive in- 
fluence of severe governmental control need 
not be elaborated here—except to add that 
perhaps you find this analogy germane to 
your own circumstance: bureaucratic con- 
trol could de as stifling in the field of medi- 
cine as in the business world. 


How then do we go about presenting in- 
dustry’s case to the public? 


Areas of Mutual Interest 


Du Pont and others are committed to the 
thesis that a single company should direct 
its public relations efforts almost exclusively 
to those groups with whom it has a clearly 
recognized plane of mutual interest. These 
are the employees, the stockholders, the cus- 
tomers, the suppliers, and the neighbors in 
plants and sales office communities. This ap- 
proach is called the “precinct system,” and 
is not unlike a well ordered political cam- 
paign, which would bid for favor in the 
smallest ward before hoping for support on 
a national scale. 

A principal factor in a company’s public 
relations is what its employees think of their 
boss. A well informed work force not only 
has higher morale; it also knows how to 
speak a kind word when so inclined. While 
employee relations is a separate field, its 
public relations aspects are given special at- 
tention. 

Another public requiring special atten- 
tion is the stockholders—the owners of the 
business. A great number of Du Pont’s 142,- 
000 stockholders are people of modest means; 
more than half are women, and many of 
them widows. A large number are institution- 
al—schools, orphanages, churches, and the 
like. It is felt that stronger support will 
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come from stockholders if they, too, are well 
informed. 

A third important public is the friends and 
neighbors in communities where the company 
is operating. In a plant community, for ex- 
ample, the prevailing attitude toward the 
over-all Du Pont company is usually no bet- 
ter or worse than the reputation of the plant. 
Here again, the plane of common interest is 
clearly defined. Both economically and _ so- 
cially, a plant’s impact on a community is 
readily discernible, but the impact can be 
good or bad. The same payroll dollars which 
keep main street humming can provoke reac- 
tion and resentment if bad times cause lay- 
offs. The bright young plant supervisors who 
help out in the YMCA drive might appear to 
be aloof, selfish snobs when they don’t help 
out. Dead fish in the river by the plant, soot 
on the freshly-washed clothes of a nearby 
housewife, smelly fumes, a bad safety rec- 
ord or poor working conditions—all these are 
factors which would make plant impact un- 
favorable and community sentiment some- 
thing less than good. 

Suppliers and customers also constitute a 
public with whom a firm obviously has a 
great area of mutual interest. Interdepen- 
dence creates it. Du Pont is dependent on 
more than 30,000 firms—most of them small 
businesses, incidentally — as a source of 
supply for raw materials. Further, the com- 
pany depends upon more than 60,000 cus- 
tomers, large and small, as a market outlet. 
Largely through misunderstanding, other 
business firms, particularly small ones, are 
not always sympathetic to the problems of 
industry, nor thoroughly in accord with its 
motives and endeavors. Trade relations may 
be strong, but public relations weak. As with 
the other publics, the problem is a special one. 

There are other aids to carrying out the 
precinct approach. At the home office, one 
group handles inquiries from the press. 
Another section provides speakers, and there 
are several more specialized functions, such 
as an information service for farmers and 
county agents, for home economists, for edi- 
tors of trade publications, and for techni- 
cal and scientific groups. 


The Primary Responsibility 
One over-riding factor characterizes the 
function of the public relations department. 
It is this: The work of the public relations 
specialist is almost entirely auxiliary or sup- 
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plementary. It is an effort to help someone 
else upon whom rests the prime responsibil- 
ity for developing and holding good will. 
Public relations men are not spokesmen. 
Whether the company’s public relations are 
good or bad rests directly on the shoulders 
of operating management — the salesman, 
the executive, the plant manager, the fore- 
man. It is they who deal directly with the 
various publics, and the tide of public opinion 
ebbs and flows in direct proportion to the 
public relations awareness and tact of the 
sales and manufacturing departments. A 
public relations counselor is a big help, par- 
ticularly on special problems, but in the long 
run he is simply another voice, another point 
of view, or, as has been said, a “corporate 
conscience.”’ He functions best when he can 
point the way toward avoiding public irrita- 
tion, on the one hand, and achieving good 
will, on the other. 

After all, good public relations derive from 
a state of mind. It is a way of life, a desire 
to follow the amenities of gentlemanly con- 
duct, be it in social life, or in business, or 
in the professional fields. It is being con- 
siderate of the other fellow’s point of view 
and of his interests. And when these interests 
do not coincide, it is in explaining fully your 
own point of view. Like charity, public re- 
lations begin at home. 

Think for a moment of the opportunities 
which lie ahead for all who deal with public 
opinion. The battle, or the challenge, lies 
not so much in trying to preserve immediate, 
selfish interests, as it does in protecting the 
long-range interests of us all, including the 
babies you gentlemen have not yet delivered. 
We have learned that this great land of ours 
which can produce a home freezer can also 
produce a peptic ulcer; that while we have 
the Cadillac, we also have the insomniac; 
that even as the unemployment lines are emp- 
ty, the divorce courts are full. The manufac- 
turer who caters only to material comforts 
is leaving as great a market area untouched 
as the physician who attends only to the ail- 
ment and not the patient with it. The man 
who could not live by bread alone in centuries 
past finds his needs no less diverse today. 

Our job is to let the people know what 
makes this country great and what imperils 
it; to serve the dignity of man whatever his 
estate, and cater to the peace of mind as well 
as to the pocketbook. To do less is to do but 
half the job. 
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CORRESPONDENCE 


“WHY USE MORPHINE” 


TO THE EDITOR: 

Hearty congratulations on your excellent 
editorial, “Why Use Morphine?” in the De- 
cember number of the JOURNAL. Thirty years 
ago, when heroin was outlawed, John How- 
land said that no one could practice pedia- 
trics without heroin. We did, and reason- 
ably successfully also. Twenty years ago, the 
Council on Drugs of the AMA stated that no 
one in pediatrics knew anything about mor- 
phine, and why not see if we could get along 
without it. At Duke Hospital, no morphine 
has been used on children since 1931. Codeine 
and the barbiturates have given us just as 
good results as we formerly had with mor- 
phine. I agree with you that you should use 
substitutes which are just as effective and 
far safer. 

WILBURT C. DAVISON, M.D., DEAN 
School of Medicine 

Duke University 

Durham, North Carolina 


RESEARCH ON STRESS 


TO THE EDITOR: 

In perusing the current literature with 
which this journal is concerned, we note that 
an ever increasing number of its articles 
deals with problems pertaining to research on 
“stress” and the so-called ‘adaptive hor- 
mones” (ACTH, STH, corticoids, adrenergic 
substances, ete.,). 


We are writing you because, in our opin- 
ion, the success of research in this complex 
and rapidly developing field largely depends 
upon the prompt availability and evaluation 
of relevant publications, a task for which we 
should like to solicit the assistance of your 
readers. 


In 1950, our Institute has initiated the pub- 
lication of a series of reference volumes en- 
titled “Annual Reports on Stress” (Acta 
Medical Publishers, Montreal) in which the 
entire current world literature is surveyed 
every year (usually between 2000 and 4000 
publications). Up to now, we had to compile 
the pertinent literature partly from medical 
periodicals, monographs, abstract journals 
and partly from reprints sent to us by the 
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authors themselves. Of all these, reprints 
proved to be the best source of data which 
we felt deserved prompt attention in our an- 
nual reports. Hence, in the past, we have sent 
out several thousand individual reprint re- 
quests to authors of whom we knew that 
they are currently engaged in research on 
stress and allied topics. Even this procedure 
did not give us the wide coverage which 
would be desirable, because it is materially 
impossible to contact all these authors in- 
dividually and it often takes too much time 
to get the requested reprints. 


It is evident that in order to insure prompt 
inclusion of publications in the annual re- 
ports, these surveys must develop into a co- 
operative effort between the authors of orig- 
inal papers and the reviewers, This coopera- 
tion was greatly enhanced of late by the pub- 
lication of announcements, in several medi- 
cal journals, encouraging investigators in- 
terested in stress research to send us their 
reprints for this purpose as soon as they be- 
come available. 

We should be grateful if by the publication 


of this note, you would also bring this prob- 
lem to the attention of your readers. 


HANS SELYE, M.D., Ph.D., D.Sce., F.R.S. 
(C), Professor and Director of the Institute 
of Experimental Medicine and Surgery, Uni- 
versité de Montréal, Montréal, Canada. 


ALEXANDER HORAVA, M.D., Co-author of 
the “Annual Reports on Stress.” 


The widening use of hormones of the ACTH type 
may impinge on public health in unexpected ways. 
Besides the seeming generalization of a_ bacterial 
infection in the treated patient, without giving rise 
to concomitant symtoms, there is increasing evi- 
dence to indicate the suppression of the production 
of immunity when these hormones are used, Who 
knows what this might lead to? These recitals of 
adverse effects and interference with results on 
which public health measures have been based, in- 
dicate at the very least that care and control are de- 
sirable. More than that, they indicate an emergency 
for research to provide a basis for controls——Mur- 
ray, E. G. D.: The Emergency for Research in Un- 
explored Fields of Public Health. Canad, M.A.J. 66: 
277 (March) 1952. 


The old standbys are still useful and frequently 
sufficient in cases of renal disease. Perhaps the 
most useful of all in the detection of early renal 
insufficiency is the concentration test. The old phe- 
nolsulfonphthalein test is of admitted value, giving 
information only in the advanced stages.—Yater, 
W. M.: Recent Advances in Diagnosis, Med, Ann. 
District of Columbia 21:264 (May) 1952. 
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BULLETIN BOARD 


PIEDMONT PROCTOLOGIC SOCIETY 


The spring meeting of the Piedmont Proctologic 
Society will be held at the Robert E. Lee Hotel in 
Winston-Salem on March 28. At the business meet- 
ing, to be held in the morning, the following newly 
elected officers will preside: Dr. Charles S. Drum- 
mond, Winston-Salem, president; Dr. Edgar Boling, 
Atlanta, Georgia, vice president; Dr. B, Richard 
Jackson, Raleigh, secretary-treasurer. 

The afternoon session will be devoted to the scien- 
tific program. Dr. Rufus C. Alley, Lexington, Ken- 
tucky, and Dr. J. Grady Booe, Bridgeport, Connec- 
ticut, will be the principal speakers, and there will 
be a general symposium on Hemorrhoidectomy 
Technique. 

A banquet and entertainment will follow the 
meeting. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


An uncommon type of brief, periodic headache 
occurring in “clusters” was described recently by 
Dr. E. Charles Kunkle, associate professor of medi- 
cine in charge of neurology at Duke, speaking be- 
fore the Southeastern Section of the American Fed- 
eration for Clinical Research. Dr. Kunkle said that 
“cluster” headache is closely allied to migraine and 
that there is no reason to consider it a “distinct and 
isolated” disease. Successful treatment of the dis- 
ease has been difficult and inconclusive. Trials of 
certain drugs which constrict head arteries are in 
progress, The drugs in some patients appear to pre- 
vent cluster headache attacks, he said. 

In a series of 30 cases, Dr. Kunkle, Dr, John B. 
Pfeiffer, Dr. William M. Wilhoit and Dr, Ladd 
Hamrick, of the Duke Department of Medicine, have 
found that differences are “unimpressive” when 
compared to the similarities between “cluster” and 
migraine headaches, Dr. Kunkle said. 

In at least two thirds of the patients studied at- 
tacks began during sleep and came in “clusters” 
of from one to five attacks a day for weeks or 
months. In 24 cases there was spontaneous improve- 
ment lasting several months to two years or longer. 

Attacks themselves are usually brief, often lasting 
less than 30 minutes. Common accompanying symp- 
toms are nasal congestion on the same side as the 
pain, reddening of the eyeball and excessive water- 
ing of the eye. Histamine injections have been tried 
in the past but are of uncertain value. The effect of 
any treatment, Dr. Kunkle pointed out, must be 
evaluated with caution because of the tendency of 
the headaches to cease spontaneously. 

* 


Several Duke University physicians played a 
prominent role in the American Academy of Ortho- 
pedic Surgeons meeting at Chicago recently. 


Dr, Lenox D. Baker, professor of orthopedic sur- 
gery and director of the North Carolina Cerebral 
Palsy Hospital, conducted two instructional courses, 
one on the diagnosis and treatment of arthritis and 
another on diseases of the foot. A member of the 
program committee, he also discussed a paper by 
four New York doctors at the scientific sessions. 


Dr. J. E, Markee, chairman of the Department of 
Anatomy, showed three medical movies on the anat- 
omy of the hand, nerve block, and the autonomic 
nervous system. In connection with the film on 
nerve block, Dr. J. L. Goldner, assistant professor 
of orthopedic surgery, conducted a clinical course on 
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muscle function following peripheral nerve injuries. 

Dr. John P. Adams, National Foundation for In- 
fantile Paralysis fellow at Duke, and Dr. William 
M. Roberts, visiting lecturer in orthopedics, pre- 
sented a paper on “The Patellar Advancement Op- 
eration.” 

Dr. R. Beverly Raney, former member of the 
Duke orthopedic staff and now director of ortho- 
pedic surgery at the University of North Carolina, 
is a member of the program committee on instruc- 
tional courses. 

Dr, Julian Jacobs, of Charlotte, and Dr. E. C. 
Erwin, of Warm Springs, Georgia, both visiting 
lecturers at Duke, also participated in the program. 

* * * 


International authorities addressed the Southern 
Section of the College of American Pathologists at 
Duke University and at Chapel Hill, February 13- 
14, during a two-day symposium on specialties and 
legal medicine sponsored jointly by Duke and the 
University of North Carolina. 

The February 13 sessions at Chapel Hill included 
symposiums on dermatology, blood, myeloma, leuko- 
penia and cancer. Dr. Harry S. N. Greene, professor 
of pathology at Yale University School of Medicine, 
was the featured speaker at a Friday night session. 
Other speakers included Dr. Wayne Rundles, Duke; 
Dr. Joseph E. Flynn, associate professor of path- 
ology, Columbia University; Dr. Robert W. Prich- 
ard, assistant professor of medicine, Bowman Gray 
School of Medicine; Dr. Henry T. Clark, Jr., Dr. 
Herbert Z. Lund, Dr. K. M. Brinkhous, Dr. Jessica 
H. Lewis, Dr. John B. Graham, and Dr. Jeffress R. 
Palmer, of U.N.C. 

Dr. Roger D. Baker, of Duke, presided at the 
seminar on dermatology, and Dean W. R. Berryhill, 
of U.N.C., presided at the Friday dinner meeting. 

The program at Duke on February 14 was devoted 
entirely to pathologic problems in legal medicine, 
particularly in homicides. Speakers were Dr. Alan 
R. Moritz, former pathologist to the Massachusetts 
Police Force; Dr, Russell S. Fisher, Chief Medical 
Examiner, State of Maryland; Dr. James R. Tea- 
beaut, chief of the Section of Legal Medicine, Armed 
Forces Institute of Pathology; Dr. Charles M. Wil- 
son, superintendent of the Wisconsin State Crime 
Laboratory; and Drs. Wiley D. Forbus, pathologist, 
Barnes Woodhall, and Guy L, Odom, neurosurgeons 
at Duke. 


DUKE UNIVERSITY MEDICAL ALUMNI 


The Duke Medical Alumni Luncheon during the 
meeting of the North Carolina Medical Society will 
be held Tuesday, May 12 at 1:00 p.m., at the Mid 
Pines Club. Please notify the secretary, Box 3811, 
Duke Hospital, Durham, if you plan to attend. 


NORTH CAROLINA HEART ASSOCIATION 
The following new materials are available from 
the North Carolina Heart Association, Miller Hall, 
Chapel Hill: 
Film—Working With Your Heart, 16 mm. black 
and white sound, running time—30 minutes, is a 


film recording of a television program presented by 
Western Reserve University, Cleveland, Ohio, in co- 
operation with Station WEWS-TV. It uses docu- 
mentary-case history technique to show the activi- 
ties and functions of the Work Classification Clinic 
of the Cleveland Area Heart Society. Of interest 
for any group considering the formation of a work 
classification unit, 

Pamphlets — Heart Disease in Children, a new 
booklet prepared by the American Heart Associa- 
tion, is based —— and replaces the former AHA 
booklets, Heart Disease in Children, by Edward F. 
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Bland, M.D., and Heart Disease in School Life, by 
Arthur C. DeGraff, M.D. It discusses rheumatic 
fever, rheumatic heart disease, subacute bacterial 
endocarditis, and the most common congenital heart 
defects, 

Varicose Veins—Cause and Cure, a pamphlet re- 
printed, with minor changes, from an article by 
Amelia Lobsenz in Parents Magazine. 


CHARLOTTE OPHTHALMOLOGICAL SOCIETY 


A new organization came into being on November 
24, 1952, when the Charlotte Ophthalmological So- 
ciety was formed by 10 eye physicians. Officers 
elected at the initial meeting were H. C. Neblett, 
president; J. D. Stratton, vice president; and T. D. 
Ghent, secretary-treasurer. Other charter members 
are C. B. Foster, W. R. Graham, H. T. Holden, M. J. 
Hough, Ruth Leonard, M. J. Lymberis, and F. C. 
Smith. 

Meetings will be held bi-monthly and will be of 
a scientific nature. 


CARTERET COUNTY MEDICAL 
SOCIETY MEETING 


The regular monthly meeting of the Carteret 
County Medical Society was held Monday night, 
January 12, at the Morehead City Hospital. Dr. Lu- 
ther Fulcher, president, presided. 

Dr. W. H. Bell, radiologist, discussed X-ray tech- 
— in certain types of stomach disease. 

Morris discussed the proposed state 
orthopedic clinic for Carteret County. 

The Public Relations Committee submitted the 
following suggestions which would tend to create a 
better understanding between the doctor and his 
patient: 

1. If you do not have a family physician, by all 
means choose one and gain his acceptance of re- 
sponsibility for you and your family’s health guid- 
ance before you actually need him. 

2. Place calls as early in the day as possible and 
give full information when you call. 

3. See your physician at his office rather than 
calling him to your home, when practical; he can 
usually serve you better at the office, where he has 
adequate equipment and supplies. 

4. If you call a second physician, be sure to notify 
the first physician of this fact, promptly. 

5. Do not eall on your doctor’s afternoon off or on 
Sunday, unless you have an emergency. 

6. In cases of serious injury or accident notify 
your family physician and take the patient to the 
hospital. 

7. Know your physician’s office hours. Excuse and 
understand irregularities caused by his caring for 
someone else’s emergency. 

8. If you cannot reach your doctor at his office 
or home, call the Morehead City Hospital (phone 
6-4161) and you will be advised whether or not he 
is available. If he is not available, you will be ad- 
vised whom he has designated to care for his pa- 
tients. 

Your physician has made sure that medical care 
will always be available to you and if all patients 
will follow the above suggestions it will insure them 
the best medical care, and still give the physician 
time to enjoy a measure of home life, which you 
will agree is desirable for a doctor, too. 

ste * * 

The Public Relations Committee is composed of 

Dr. N. Thos. Ennett, chairman, Dr. F. E. Hyde and 


Dr. John W. Morris. 
N. THOMAS ENNETT, M.D. 
Corresponding Secretary 
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FORSYTH COUNTY MEDICAL SOCIETY 


Dr. James V. Warren of the Duke University 
School of Medicine was speaker at the monthly 
meeting of the Forsyth County Medical Society 
held on January 13. His subject was “Recent Ad- 
vancements in the Management of Shock.” 


EDGECOMBE-NASH MEDICAL SOCIETY 


The Edgecombe-Nash Medical Society assembled 
for its regular dinner meeting on January 14. Pro- 
gram for the meeting was arranged by Dr. K. D. 
Weeks, who obtained for the speaker Dr. W. C. 
Sealy of the Department of Surgery, Duke Hos- 
pital, Durham. Dr, Sealy discussed recent advances 
in chest surgery, including surgery of the heart and 
lung. 

New officers elected at the December meeting 
include Dr. J, F. Crumpler, president; Dr. R. J 
Walker, Jr., first vice president; Dr. K. D. Weeks, 
second vice president; Dr. L. W. Robertson, secre- 
tary and treasurer; and Dr. S. F. Horne, editor of 
the monthly Bulletin. 


NEWS NOTES 

_ Dr. Oscar William Cranz has announced the asso- 
ciation of Dr. Frederick Payne Dale in the practice 
of surgery at the Kinston Clinic, Kinston, North 
Carolina, 

* 

Dr. W. Douglas Holbrook has announced the 
opening of his office in Charlotte for the practice 
of psychiatry. 


SOUTHEASTERN SURGICAL CONGRESS 


The twenty-first graduate assembly of the South- 
eastern Surgical Congress will be held in Louisville, 
Kentucky, March 9-12. Speakers from North Caro- 
lina to be heard on the program are Dr. Nathan A. 
Womack of Chapel Hill, who will discuss “The Sig- 
nificance of Benign Lesions of the Breast”; Dr. Max 

Rogers of High Point, whose subject will be 
“Para-sympatholytic Blocking Agent’; and Dr. 
James A, Harrill of Winston-Salem, who will speak 
on “Indications and Contraindications for Tonsillec- 
tomy.” 

Sessions will be held at Brown Hotel in Louisville. 


SOUTH CAROLINA HEART ASSOCIATION 


The fourth annual meeting of the South Carolina 
Heart Association was held in Greenville, South 
Carolina, February 3 and 4. Dr. John A. Boone of 
Charleston is president of the Association, 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Medical Education and Licensure Discussed 
at Congress 
Problems besetting medical schools and licensing 
boards were discussed at the forty-ninth annual 
Congress on Medical Education and Licensure, held 
at the Palmer House, Chicago, February 8-10. 
The congress was sponsored by the Council on 
Medical Education and Hospitals of the American 
Medical Association and the Federation of State 
Medical Boards of the United States. 


* * 
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Rural Health to Be Topic of National Conference 


Medical, farm and community leaders from all 

arts of the United States will meet in Roanoke 

irginia, February 27-28 for the eighth National 
Conference on Rural Health. 

The conference, sponsored by the Council on Rural 
Health of the American Medical Association, will 
be held in the Roanoke Hotel. The program will 
cover such rural health problems as the providing 
of adequate medical care and the financing of the 
cost. Reports of successful community projects will 
be presented. The role of dental care in the rural 
health program will be discussed. 

Dr. uis H. Bauer of Hempstead, New York, 
president of the American Medical Association, at 
the closing meeting will relate what the A.M.A, is 
doing to bring about improved health in rural areas. 
The family doctor of the small town will be repre- 
sented by Dr. John M. Travis of Jacksonville, Texas, 
who was chosen in December by the A.M.A. as 
“General Practitioner of the Year.” 

* * 


Current Action on Doctor Draft 


Since the A.M.A.’s December meeting, the De- 
partment of Defense and the Armed Services have 
taken steps to revise Public Law 779, the “doctor 
draft law.” Recommended revisions incorporated in 
a new draft law were approved by the Armed 
Forces Medical Policy Council and forwarded to the 
Office of the Secretary of Defense for coordination 
with military departments. Until agreement has 
been reached within the Department, contents of 
the new bill will not be announced. 

The new measure presumably will abolish the 
present categories and classify registrants into two 
groups: (1) All persons who did not serve in the 
armed forces during World War Ii—youngest to 
he called first; (2) persons who have served—those 
with least amount of service to be called first. Also, 
the bill would provide that special registrants now 
classified in priorities 1 and 2 would be inducted 
when they became available for duty. Persons who 
have served on active dutv for 12 months or more 
subsequent to June 25, 1950, would not be liable for 
further military service. 

Other A.M.A. recommendations which have been 
acted upon by the Armed Forces Medical Policy 
Council: 

(1) Thorough study of dependent medical care— 
elthough a study is warranted, A.F.M.P.C. reports 
that further action must be taken by the new Secre- 
tary of Defense. 

(2) Study of percentage of physician’s time spent 
in treating other than military personnel—study 
currently is under way. 

(3) Revision of physical requirements for phvsi- 
cians being examined for military service—the De- 
partment of Defense adopted a new policy which 
will consider all physicians potentially acceptable 
for military service provided they can be reasonably 
productive in the armed forces. Military depart- 
ments have been directed to re-evaluate physicians 
previously disqualified. Approximately 2,600 physi- 
cians in priorities 1 and 2 will be re-examined. 

* 


S. A. M. A. Program 


Strengthening its position as the voice of its 
15,000 members, the House of Delegates of the Stu- 
dent American Medical Association set an acceler- 
ated program in motion during its second annual 
convention in December in Chicago. 

Chief proposal of the delegates called for a point 
system in doctor draft legislation to consider all 
previous military service, regardless of branch or 
rank, Another resolution asked for a synchroniza- 
tion of doctor draft calls with hospital training 
programs so that young doctors will not experience 
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unnecessary delay in resumption of their training 
following military service. The House also urged its 
constituent chapters to invite officers and staff 
members from organized medicine to address local 
meetings so that students will be kept informed on 
current medical activities. 


* 


A.M.A. Conference on Special Health Services 
in Industry 


Current trends in direct service plans (health 
services in industry provided through salaried or 
panel physicians) ... ways and means of main- 
taining high standards of medical service directly 
to certain groups of industrial workers ... were 
aired at an informal conference on Direct Service 
Plans. This meeting, sponsored by the Committee 
on Medical Care for Industrial Wate. joint 
committee of the A.M.A.’s Council on Medical Serv- 
ice and the Council on Industrial Health—was held 
in January during the Annual Congress on Indus- 
trial Health. 


Viewpoints of labor, management, and the medical 
profession were expressed as more than 50 repre- 
sentatives of plans sponsored by labor and industry 
sat down with representatives of state and county 
medical societies. Many suggestions regarding fu- 
ture developments in programs designed to render 
medical care through voluntary methods were pre- 
sented for study and future discussion. 


* 


Film Cleared for TV 


Three films produced by the Metropolitan Life 
Insurance Company recently were cleared for use 
on educational and public service television pro- 
grams. “Once Upon a Time’”—a 10-minute animated 
cartoon dealing with state and highway safety; 
“Proof of the Pudding’ —a 10-minute dramatic 
presentation showing the essentials of good nutri- 
tion and the relation between diet and health; “Be 
Your Age”’—an 11%-minute drama depicting mid- 
dle-aged, overweight “John’s” recovery from a 
heart attack and his subsequent adjustment to liv- 
ing with a handicapped heart. The films are avail- 
able to county medical societies who desire to co- 
sponsor these films on television. They may be 
secured from Metropolitan Life Insurance Company, 
1 Madison Avenue, New York 10, N. Y. 


AMERICAN COLLEGE OF SURGEONS 


The American College of Surgeons will hold a 
four-day meeting in Boston, Massachusetts, March 
2-5. Teaching clinics in surgical specialties will be 
presented in Boston’s leading hospitals each morn- 
ing from 8-10:30. Formal programs will begin at 
11:00 a.m., and will include individual papers, panel 
discussions, symposiums, and clinical films with 
personal narration by the authors. 

Sessions in obstetrics and gynecology will be held 
March 4 and 5; ophthalmology, March 2; orthopedic 
surgery, March 4 and 5; otolaryngology, March 3 
one & pone surgery, March 2 and 3, and urology, 

arch 4, 


NATIONAL HEALTH CONFERENCE 


_ New developments in methods for protecting and 
improving the health of the American worker and 
of insuring his safety will be reported by the na- 
tion’s leading industrial doctors, dentists, nurses, 
and hygienists at the 1953 National Industrial 
— Conference to be held in Los Angeles April 


ae 
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AMERICAN ACADEMY OF OBSTETRICS 
AND GYNECOLOGY 


More than 1,100 fellows and non-members at- 
tended the First Annual Clinical Session of the 
American Academy of Obstetrics and Gynecology 
in Chicago, December 15-17, 1952. 

Robert A. Kimbrough, Jr., Philadelphia, was in- 
stalled as the third president of the Academy. Bay- 
ard Carter, Durham, North Carolina, was chosen 
president-elect to take office a year from now. 

Other new officers elected include: C. Paul Hodg- 
kinson, Detroit, secretary; Charles D. Kimball, Se- 
attle, assistant secretary; Joe Vincent Meigs, Bos- 
ton, second vice president. Re-elected were Howard 
Stearns, Portland, Oregon, first vice president and 
Herbert E. Schmitz, treasurer. 

Five district officers also were elected: District 
Chairmen John B. Montgomery, Philadelphia, and 
John I. Brewer, Chicago. New district vice chairmen 
are Duncan E. Reid, Boston; Frank R. Lock, Win- 
ston-Salem, and Willis E. Brown, Little Rock, 
Arkansas, 

Texts of formal papers presented at the First 
Clinical Session will be printed in the Academy’s 
new journal, Obstetrics and Gynecology, beginning 
with the first issue in January, 1953. Published 
monthly, the journal is edited by Ralph A. Reis, 
Chicago. It will contain some 120 pages of scientific 
material in each issue, as well as other items of 
interest to physicians practicing obstetrics and 
gynecology. 


NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


The National Foundation for Infantile Paralysis 
announced the approval of research and professional 


education projects totaling $2,586,271, which took 
effect January 1, 1953. The awards go to 32 medical 
schools, hospitals, research institutions, and educa- 


tional organizations. With the exception of one 
institution in Canada, all of the grantee organiza- 
tions are located in the United States. 

Of the total authorized, $1,585,465 was allocated 
for research seeking prevention of the diséase and 
improved methods of treatment, and $1,000,806 for 
programs in professional education. 

For investigations dealing with virus research, a 
grant of $21,942 was made to the University of 
North Carolina, under the direction of Dr. Edward 
C. Curnen, Jr., professor of pediatrics. 

For projects seeking improved methods of treat- 
ment, a grant of $9,928 went to Duke University, 
under the direction of Dr. J. E. Markee, professor 
of anatomy. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The sixth annual postgraduate course in Diseases 
of the Chest sponsored by the American College of 
Chest Physicians, Pennsylvania Chapter and the 
Laennec Society of Philadelphia, will be presented 
at the Bellevue-Stratford Hotel, Philadelphia, Penn- 
sylvania, March 23-27. 

This course will emphasize the recent develop- 
ments in all aspects of the diagnosis and treatment 
of chest disease. The course is open to all physi- 
cians; however, the number of registrants will be 
limited, 

The tuition fee is $50, and applications will be 
accepted in the order in which they are received. 
This course has been approved for credits by the 
American Academy of General Practice. Applica- 
tions should be sent to the Executive Director, 
American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Tllinois. 
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AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The January issue of the Mississippi Valley Medi- 
cal Journal (Quincy, Illinois) contains all the papers 
read at the recent St. Louis annual meeting (Octo- 
ber 1,) American Medical Writers’ Association. 
There are papers by Dr. Walter C. Alvarez and 
Prof. Theodore Peterson, University of Illinois, 
Prof. J. Linwood Cutler, University of Missouri, 
Dr. Harold Swanberg, editor, Mississippi Valley 
Medical Journal, and Dr. W. W. Bauer, editor of 
Today’s Health. The first four comprise an interest- 
ing symposium on medical writing conducted at the 
St. Louis meeting. The two winning essays in the 
twelfth annual essay contest, Mississippi Valley 
Medical Society, by Dr. Wallis L. Craddock, Salt 
Lake City, and Dr. Lawrence L. Craven, Glendale, 
California, are also included. 

The Symposium on Medical Writing has been in- 
corporated into a 24-page reprint which will interest 
everyone concerned with medical writing. It con- 
tains a wealth of good ideas on many phases of the 
written word of medicine, Free copies are available 
by addressing Harold Swanberg, M.D., Secretary, 
American Medical Writers’ Association, 209 - 224 
W.C.U. Bldg., Quincy, Illinois, 


WoRLD MEDICAL ASSOCIATION 


Dr, Kenneth M. Brinkhous, professor of pathology 
at the University of North Carolina School of Medi- 
cine, Chapel Hill, will be guest-participant in panel 
discussions at the First Western Hemisphere Con- 
ference of the World Medical Association at Rich- 
mond, Virginia, on April 24, 1953. 

The sessions will provide opportunity for a dis- 
cussion of current medical problems between repre- 
sentatives of the national medical societies of Latin 
America and United States specialists and practi- 
tioners. Dr, Louis H. Bauer, president of the Ameri- 
can Medical Association and secretary-general of 
the World Medical Association, will moderate at a 
general session at which panel reports will be made. 

Dr. Brinkhous will contribute a chapter on recent 
advances in pathology to a volume commemorating 
the conference. He is a diplomate of the American 
Board of Pathology and a member of the American 
Association of Pathologists and Bacteriologists, the 
American Society of Clinical Pathologists, Ameri- 
can Society for Experimental Pathology, the Cen- 
tral Society for Clinical Research, and the Society 
for Experimental Biology and Medicine. Dr. Brink- 
hous received his M.D. degree at the State Univer- 
sity of Iowa School of Medicine. 

* 


Dr, William H. Stratford of Haw River will be 
North Carolina’s guest of honor at the First West- 
ern Hemisphere Conference of the World Medical 
Association, to be held in Richmond April 23 to 25, 
1953, in observance of the lengthening of life and 
the constant improvement of human health. 

Dr. Stratford was named by Former Governor W. 
Kerr Scott at the request of Governor John S. Bat- 
tle of Virginia. Recently Governor Battle asked each 
of his 47 fellow-governors to appoint a physician 
who will reach the age of 75 during 1953 to visit 
Virginia and tell of medical advances that have 
taken place during his lifetime. 


| 

| 

| 
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OAK RIDGE INSTITUTE OF NUCLEAR STUDIES 


An advanced course in autoradiography and three 
basic courses in radioisotope techniques are course 
offerings of interest to medical and biologic per- 
sonnel planned this spring and summer by the Spe- 
cial Training Division of the Oak Ridge Institute 
of Nuclear Studies. 

The autoradiography course will be held from 
June 15-25, and basic courses of four weeks’ dura- 
tion will begin on June 8, July 6, and August 10. 

Application forms and additional information may 
be obtained from the Special Training Division, Oak 
Ridge Institute of Nuclear Studies, P. O. Box 117, 
Oak Ridge, Tennessee. 


AMERICAN SURGICAL TRADE ASSOCIATION 


The tremendous expansion in the hospital field 
during recent years and the many changes in the 
nature of hospital care were reviewed by George 
Bugbee, executive director of the American Hospital 
Association, and by Dr. Madison B. Brown, execu- 
tive vice president of Roosevelt Hospital in New 
York City, at the semi-annual meeting of the 
American Surgical Trade Association in New York 
in December. 

Members of the American Surgical Trade Asso- 
ciation serve physicians, hospitals, laboratories and 
industrial medical units. Nearly 400 members par- 
ticipated in the convention which marked the fiftieth 
anniversary of the Association. 

“We now have,” said Mr. Bugbee, “about 6,800 
hospitals, admitting 18,500,000 patients a year, with 
about 1,500,000 patients in bed at a given time, 
being taken care of by about 1,000,000 employees. 


INTERNATIONAL COLLEGE OF SURGEONS 


ualifying examinations for Fellowship in the 

United States Section of the International College 
of Surgeons will be held on May 4 and 5, August 
10 and 11, and November 2 and 3, 1953. The exami- 
nations will be given at the Cook County Graduate 
School of Medicine, and the Cook County Hospital. 
Applicants are requested to address communications 
as follows: 

Harry A. Oberhelman, M.D., Secretary 

Qualification and Examination Council 

1516 Lake Shore Drive 

Chicago 10, Illinois 

* & 

Plans for a worldwide Surgeons’ Hall of Fame to 
be established in the world headquarters of the 
International College of Surgeons at Chicago were 
announced recently in the official journal of the 
College. 

Nowhere on earth is there any method of com- 
memorating the contributions by surgeons to the 
life and health of human beings, it was pointed out 
by Dr. Max Thorek of Chicago, founder and secre- 
tary-general of the College, who initiated the pro- 
ject, 

The new building, according to present plans, will 
be the home of the Hall of Fame. Architects are 
already at work on blueprints for rebuilding, which 
will include the design of individual niches for busts 
of the great surgeons to be commemorated, together 
with special lighting and bronze plaques detailing 
their contributions to human welfare. 

Those whose feats will be permanently honored 
will be chosen by vote of an electoral college, with 
representatives from every part of the world, Names 
will be submitted to this group by the national 
organizations or by individual surgeons, 
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DEPARTMENT OF THE ARMY 


The Army Medical Service has initiated an influ- 
enza vaccination program to protect military per- 
sonnel against a mild form of the disease occurring 
in this country and overseas, the Department of the 
Army announced recently. 

All troops in Korea, and those under orders for 
Europe or the Far East, are receiving a one-injec- 
tion vaccination which has proved effective against 
the A prime virus of influenza in previous experi- 
ences. Military personnel in Europe will also be 
vaccinated if the situation warrants. 

Army medical authorities emphasized that the 
type of influenza encountered in the current out- 
break bears no relationship whatsoever in severity 
to that responsible for the pandemic of 1917-18. 

* * 


Major General George E. Armstrong, the Army 
Surgeon General, returned to Washington on Janu- 
ary 28 after a 25-day visit of Army medical installa- 
tions in Korea, Japan, Okinawa, and Hawaii. In 
Korea General Armstrong also visited battalion aid 
stations on the fighting front. The General reports 
high morale among Army medical personnel at all 
points visited. He was accompanied by Dr. Elmer 
Hess of Erie, Pennsylvania, consultant in urology 
to the Army Surgeon General; Col. Floyd L. Werge- 
land, MC, Chief, Education and Training Division 
of his Office; and Lt. B. W. Wingo, MSC, his staff 
assistant, 


ASSOCIATION OF MILITARY SURGEONS 


Rear Admiral Wincell McKendree Craig, (MC), 
U. S. Naval Reserve, has been instalied as the new 
president of the Association of Military Surgeons 
of the United States, Admiral Craig, who has served 
as first vice president of the Association since last 
year’s convention, succeeds Major General Harry G. 
Armstrong, USAF (MC), Surgeon General of the 
U. S. Air Force. 


FEDERAL SECURITY AGENCY 
Public Health Service 

Fifteen young physicians have recently been given 
special training awards under the clinical trainee- 
ship program of the National Heart Institute, Sur- 
geon General Leonard A. Scheele, Public Health 
Service, Federal Security Agency, announced re- 
cently. Dr, Carl W. Gottschalk of the University of 
North Carolina Hospital and Dr. Homer A. Sieber 
of Duke University are among the 32 physicians 
who are now receiving heart traineeships. 

* 

Useful information for employers who wish to 
establish in-plant health programs and for labor, 
professional, and other groups that have a special 
interest in employee health is contained in P. H. S. 
Publication No. 215, entitled “Small Plant Health 
and Medical Programs,” just issued by the Public 
Health Service of the Federal Security Agency. 

The report is concerned primarily with the or- 
ganization and methods of providing health services 
in industry by physicians and nurses. It does not 
cover the technical phases of industrial hygiene 
engineering, and chemistry or the clinical aspects 
of occupational medicine. 

Appointment of Dr. C. J. Van Slyke as an asso- 
ciate director of the National Institutes of Health 
was announced recently by Dr. Leonard A. Scheele, 
Surgeon General of the Public Health Service, Fed- 
eral Security Agency. 

The new assignment moves Dr. Van Slyke to the 
central offices of the Institutes from the National 
Heart Institute where he has served as director 
since its establishment by Congress in 1948. He will 
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be succeeded at the Heart Institute by Dr. James 
Watt, who for the past several years has been in 
charge of the field laboratory of the National Micro- 
biological Institute, located at Louisiana State Uni- 
versity Medical School. 

In his new post, Dr. Van Slyke will assist Dr. 
William H. Sebrell, Jr., Director of the National 
Institutes of Health. His principal responsibilities 
will be the coordination of the Institutes’ programs 
of research and training grants, disease control and 
community services, professional training, and re- 
lationships with national foundations, health, and 
welfare organizations. 


New Ready-to-Mi Vitamins Preserve Potency 

Deterioration of pediatric vitamin preparations, 
once a serious storage problem, has now been over- 
come by the Lilly Laboratories. By separate bottling 
of two groups of essential vitamins, potency is fully 
protected without refrigeration from the date of 
manufacture until the ingredients are mixed just 
prior to use in the home. This distribution and mar- 
keting interval is often a matter of many months, 
during which refrigeration is not always possible. 
The essential vitamins which remain stable in solu- 
tion are in one of two bottles. The other contains a 
dry powder of those necessary vitamins which best 
retain their stability when kept dry. This combina- 
tion package is marketed as ‘Vi-Mix Drops’ (Mul- 
tiple Vitamin Drops, Lilly). Before use, the formula 
is completed by simply pouring the liquid into the 
powder, Full protection of potency by this ingen- 
ious new packaging method now assures that babies 
will receive full protection against vitamin defi- 
ciencies. 


Mytolon Introduced Nationwide 

A new synthetic compound for relaxing muscular 
spasm in surgery, Mytolon Chloride Solution, has 
been introduced on a nationwide scale by Winthrop- 
Stearns, Inc. The drug, which makes deep anes- 
thesia unnecessary for producing muscular relaxa- 
tion in surgery, is available in vials of 10 cc., con- 
taining 3 mg. per cubic centimeter, with a diaphragm 
stopper. Average initial dose during surgery is from 
3 to 9 mg. 

Mytolon is administered intravenously with the 
anesthetic. Molecules of the drug blanket the re- 
ceptor sites of all voluntary muscles, blocking nerve 
impulses and producing a relaxing effect which lasts 
from 15 to 20 minutes. In more than 400 surgical 
cases it has proven especially effective for opera- 
tions of long duration. 

Most significant advantages of the new synthetic 
drug over the natural curare alkaloid compound, 
known as d-tubocurarine, according to company 
literature, are that Mytolon does not produce such 
side effects as paralysis of the autonomic ganglia, 
bronchial spasms, histamine release, depressing ef- 
fect on the heart and falling blood pressure or shock. 

The drug also obviates the necessity of obtaining 
crude curare which comes from the jungles of the 
Amazon, Chemically, Mytolon is 2,5-bis-(3 diethyla- 
minopropylamino) - benzoquinone-bis-benzylchloride. 
It is a red crystalline solid, 


Joins Armour Laboratories Staff 

Maurice G. Wynes, M.D., has been appointed an 
assistant medical director of the medical consultant 
service of the Armour Laboratories. 

Dr. Wynes, graduated from the University of 
Michigan Medical School in 1939, took his intern- 
ship at Grace Hospital, Detroit. After service in the 
Army, he was an assistant in medicine at the Uni- 
versity of Chicago, then educational director in Mil- 
waukee for the American Cancer Society. 


AUXILIARY 


AUXILIARY 


HOW THE AUXILIARY MAY 


EARN ITS NAME 
JAMES T. BARNES 
RALEIGH 


Madame President, Dr. Davis, distinguish- 
ed guests, and ladies of the Auxiliary. In un- 
dertaking these comments, I am reminded of 
the story of the young housewife who rush- 
ed to the grocery store to pick up some things 
for her pantry supply. The clerk on duty 
was unusually helpful and went to consider- 
able trouble to make the best selections pos- 
sible. When she thanked him for his pains- 
taking service, he cheerily commented, “Oh, 
that’s all right, Miss. See our motto!” and 
pointed to a slogan on the wall of the store. 
It read, “OUR BEST IS NONE TOO GOOD.” 

Along with the doctors of our state, you 
still move in a situation of life which exemp- 
lifies progress. Doctors have not been too 
subject to the damages which force imposes 
on everybody. They survive an era of prog- 


ress in which freedom has thrived—freedom 


of choice, freedom of job, freedom to improve 
the profession, freedom to compete construc- 
tively, freedom to strive hard and to excel 
in the striving, freedom to serve broadly and 
well, freedom to make effort independently 
and to seek good values in life and to gain 
just awards for honest effort. It is important 
that other groups retain similar freedoms 
and that those who have lost this position 
regain it. The fact that force has not gained 
sway over medicine may be the means 
through which you may earn the name “aux- 
iliary.” 

In order that you and your husband-doc- 
tor may stay the great hand of force which 
reaches to engulf you, you must be exemplary 
in your attitudes, activities, and associations 
with your fellow-beings. You may have to 
make some remarkable efforts at what in gen- 

eral terms may be called public relations. 
Public relations can best be defined as doing 
good and letting everybody concerned know 
about it; so the things which form a part of 
your daily life—your daily activity—may be 
your channels for earning the name “aux- 
iliary”—which Webster defines as that which 


Auxiliary 


Presented at the meeting of the Executive Board, 
Chapel 


to the Medical Society of the State of North Carolina, 
Hill, September 24, 1952. 

*Executive Secretary, Medical Society of the State of North 
Carolina. 
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“confers aid or help.”” There may be several 
areas in which you as Auxiliary members 
lead an exemplary existence, but we shall 
comment on only three: Self, Family, and 
Group. 
Planes of Usefulness 

Self 

The medical family more frequently will 
find the mother to be the basic unit and guide 
in attaining the finer things of life. The 
husband-doctor gains admirers principally 
by his essential skills and services; the wife 
and mother in the medical family, however, 
must create an atmosphere of cultured re- 
finement. Despite his helpful skills, the doc- 
tor father-husband rarely contributes to the 
refinements nor the physical well-being of 
the family. These are essentially the respon- 
sibility of the mother. She too must remain 
vigorous and useful if the medical family is 
to gain and hold, by service, the respect of 
patron families. Likewise, there is scarcely 
time or place for the efforts of the doctor 
father-husband in the spiritual attainments 
and satisfactions of family life. So the mother 
must lend the guidance for the development 
of the spiritual attitudes so necessary to 
family life and particularly to the medical 
family. 

The mother in the medical family must 
have a rich and happy disposition, and 
wretched is the home where this is lacking. 


Family 

Another area of exemplary responsibility 
is the medical family. In this area Auxiliary 
members may do much to earn their name. 
Medical families should be cultured families. 
Therein lay great strength in former days, 
making up for much which was lacking in 
skill and science. Under modern conditions 
of practice, cultural refinements must be in- 
culeated through the leadership of the moth- 
er. Moreover, this responsibility must be 
fulfilled to the end that the physician father- 
husband may be of the highest service to his 
patients and his community. Beyond material 
support—which is not enough—the nurture 
and training, as well as the education and 
guidance of children is largely that of the 
mother. This responsibility has a greater 
bearing upon the good relations of the med- 
ical family to the community than is some 
times accredited. The Auxiliary member has 
a greater responsibility to the patient than 
is sometimes assumed by either the doctor- 
husband or the public at large. It was my 
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early fortune to visit frequently in such a 
home in my youth and to observe the daily 
grind which a doctor’s wife must go through 
if she adequately aids her husband in his 
practice and exemplifies consideration and 
guiding helpfulness to his patients. I believe 
the best skills fall short without this attitude 
on the part of all members of the medical 
family, and that it is important to inculcate 
such qualities early in the experience of the 
medical family. 

Nor is an Auxiliary member devoid of 
responsibility to her community. Frequently 
she is qualified for such leadership by train- 
ing, experience, and great understanding. 
Such qualities of leadership should find prop- 
er range and objectives in the uplift of com- 
munity life. Finally, the medical family 
should meticulously avoid flaunting the bless- 
ings which accrue to them by reason of the 
economic success of the father-husband. Os- 
tentation is never considered in good taste in 
the estimate of fellow-beings. By the ac- 
complishments of some of these aims, you as 
Auxiliary members, forming medical fam- 
ilies, will earn the name for your organiza- 
tion. 

Organized groups 

The third basic area of exemplary service 
lies within your group organizations at the 
local and higher levels. Again we may cite 
the desirability of promoting the cultural 
activities. I know that many of you do—the 
name would be better earned if all groups 
did. 

Of prime importance is the responsibility 
of the group for promoting the communal 
interest of the medical families. This to me 
connotes more than cliques. Factions have 
little place in a medical auxiliary or its pro- 
gram. Moreover, there are responsibilities 
that spread over into other organizations, en- 
abling you to create good will for yourselves 
and your medical husbands. You should feel 
greatly the responsibility for extending your 
organization to all parts of the state and na- 
tion and to all eligible persons in the families 
of your doctors. Otherwise you do not com- 
pletely deserve the name “auxiliary,” for 
you are “auxiliary” only in part. 

When you have organized, give of your val- 
uable talents as individuals and as the group. 
These talents should be devoted to the causes 
of medicine and those efforts necessary to 
the public health. These efforts may lie in 
the area of school, church, civic bodies, and 
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social groups, all of which become the media 
through which you will find use and pur- 
pose. You will want to be active in hospital 
guilds, hospital aid programs, and the like. 
By all means continue to emphasize the me- 
morial beds you have established, and add 
comfort and aid to the bereft, widowed, and 
orphaned among your medical families. 
Surely you are their “keepers” in the highest 
sense. Finally, in earning the name “auxil- 
iary” continue your promotional efforts in 
the fields of community health, education, 
and welfare. These include the problems of 
an aging population, which has now reached 
11,000,000 in this nation. Be mindful of your 
responsibility for recreation in a state whose 
child population has reached the remarkable 
high level of 12.5 per cent of the total pop- 
ulation. Plan to collaborate in the emergency 
call systems which your doctor-husbands are 
devising to safeguard the health and safety 
of the public. Inquire how you may fit into 
the high school essay contests being con- 
ducted as a health educational process. De- 
vise outlets and channels for the distribution 
of educational pamphlets such as “Choose 
your Family Doctor,” “A Doctor for You,” 
and “Your Money’s Worth in Health.’’ Step 
up the distribution of pamphlets. Collaborate 
with our State Fair Exhibit for the purpose 
of education. Undertake interpretative pro- 
jects as suggested in ‘“once-a-year programs” 
on medical education and health through the 
use of films and other health educational ma- 
terial, and create an interest in radio pro- 
grams, collaborating with the public rela- 
tions effort of the state medical society. Or- 
ganize a speakers’ bureau. 


Conclusion 


A doctor’s wife is an incidental spokesman 
for the medical profession and, therefore, 
should consider making herself effective in 
both a personal and an organized way. The 
Auxiliary might develop a clipping service 
for material appearing in daily and weekly 
news organs and furnish these to the State 
Society’s public relations committee as a 
means of evaluating our faults and finding 
our strengths. Study and seek to influence 
state and national legislatures. Promote reg- 
istration of all wnregistered voters and work 
to get out the vote in all elections. Interest 
your group in the essential organization and 
work for the civil defense. Promote an educa- 
tional effort toward improved patient-phy- 
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sician relations through the device of con- 
ferences of ancillary workers. Having work- 
ed at many of these suggested activities, I 
know that you will engender a new enthusi- 
asm for those you have been doing some- 
thing about. I hope you can see fit to embrace 
others of the suggestions made. Having done 
your best at them you will have earned the 
right to the name—Auziliary. 


BOOK REVIEWS 


Toxoplasmosis. By Jacob Karl Frenkel, 
M.D., Ph.D., and Saul Friedlander, M.D., 
Mercy Hospital, Sacramento, California. 
105 pages, with illustrations. Price, 50 
cents, Public Health Service Publication 141, 
Federal Security Agency, Public Health 
Service, Microbiological Institutes of the 
National Institutes of Health, Washington, 
D. C.: Government Printing Office, 1952. 


The clinical course of neonatal toxoplasmosis is 
discussed and excellent postmortem studies on five 
patients are presented. The authors observed also 
two patients who survived the neonatal phase of 
the disease. Following the reports of cases there is 
a well written discussion which correlates various 
bits of information in an effort to elucidate the 

athogenesis of toxoplasmosis in the human being. 
“xcellent sections on laboratory diagnosis, differ- 
ential diagnosis, and treatment add to the useful- 
ness of the monograph. It is excellently illustrated 
and well documented with a complete bibliography. 

This publication would be a well chosen addition 
to the reference library of any physician or scien- 
tist who wishes to have such information readily 
at hand. Its low price makes it a “book bargain.” 


Operating Room Technic. By St. Mary’s 
Hospital, Rochester, Minnesota. Ed. 4. 345 
pages, with 219 figures. Price, $6.50. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1952 

This book is a detailed manual of instruction for 
nurses and assistants in preparing for and helping 
with the surgical procedures currently performed by 
the members of the surgical staff of the Mayo 
Clinic. It lists almost all the specific operations of 
specialized as well as general surgery. Bach opera- 
tion is considered briefly under the headings of 
Definition, Position, Drape, Instruments, Drains, 
Sutures, and Basic Steps in the Procedure. The 
operative steps are well illustrated by photographs 
and drawings from the art department of the clinic. 
In addition there are chapters devoted to the physi- 
cal plan of the operating room, duties of the surgi- 
cal team, educational program for nurses, supplies, 
and an illustrated index of instruments. There is 
also a short chapter on the indications and correct 
procedure for baptism. 

The nurse assistant can well use the excellent 
illustrations as a preview to the various steps to be 
followed by the surgeon, thereby anticipating his 
needs. The book should be particularly helpful to 
operating room supervisors in instructing their as- 
sistants and in preparing lists of supplies, packs, 
and instruments needed for any major surgical 
procedure in current use, 
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Iu Memoriam 


CHARLES SHOBER GRAYSON, M.D. 


On Sunday, December 7, 1952, Dr, Charles Shober 
Grayson of High Point passed away at the age of 
77 after serving his community in a unique way in 
the practice of medicine for 45 years. 

A native of McDowell County, he had a_ hard 
financial struggle as a boy and also as a student at 
the University of Tennessee and the George Wash- 
ington University School of Medicine. He worked 
for a time as a railway mail clerk to help pay for 
his medical education. Early in life he made a vow 
that if God would let him become a doctor, he would 
practice medicine with the ideal of how much he 
could put into his work, regardless of how much he 
could get out of it. He lived up to that vow in a 
most striking way. 

Early in his medical career he took postgraduate 
training, especially in obstetrics po pediatrics, 
though he was always the beloved family doctor, 
doing general practice, Thousands of the poor peo- 
yale of his community have risen up and called him 
lect He developed a very large practice. It was 
said that in one year the State Board of Health 
Bureau of Vital Statistics showed that he delivered 
more babies than any other physician in North 
Carolina. 

Always giving himself unstintedly to his patients, 
Dr. Grayson was an excellent business man in his 
investments, thus building financial security for 


himself and his family. He became a community 
leader in many ways and was mayor of High Point 
for a period. Perhaps most notable was his work 


for, and interest in, the First Baptist Church of 
High Point, of which he was for many years a Dea- 
con. He was interested also in a multitude of other 
good causes, 

At his funeral, held in his church on Tuesday, 
December 9, all available space was packed. Despite 
his early interest in postgraduate training and in 
keeping up with advances in medicine, his pastor 
rightly stressed, in his funeral eulogy, the fact that 
Dr, Grayson’s greatest contribution to medicine was 
that he practiced, first, last, and all the time, human 
medicine, with his primary interest in his patients 
and their problems. 

Stricken with a heart attack, he kept working for 
days until a few hours before his death, literally 
laying down his life for his patients, knowing full 
well what he was doing. 

One of the oldest members of the Guilford County 
Medical Society and for many years an Honorary 
Fellow of the Medical Society of the State of North 
Carolina, he will be sorely missed by a host of pa- 
tients and friends, as well as by this Society. 

Written on behalf of the Obituary Committee of 
the Guilford County Medical Society, Frederick R. 
Taylor, B.S., M.D., F.A.C.P., Chairman. 


FLOYD PUGH WOOTEN 


WHEREAS Almighty God in His infinite wisdom 
has seen fit to call unto Himself our friend, col- 
league and faithful member, Dr. Floyd Pugh Woot- 
en, from a life of devoted service, kindness, and 
consideration for his fellow man in this world, and 
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WHEREAS the Lenoir County Medical Society is 
deeply conscious of the great loss that has been 
sustained by the Society and the community, in 
which his place cannot be easily filled, and 

WHEREAS his surgical skill, coupled with kind- 
ness and compassion, has served his multiple pa- 
tients for a long period of time, and 

WHEREAS the warmth, friendliness, understand- 
ing, and loyalty of this ee and friendly man 
were felt and appreciated by all who knew him, and 

WHEREAS the memory of our departed friend 
will remain forever green in the hearts of those of 
us who knew and loved him, and in this community 
which he served ably as a skilled surgeon and useful 
citizen, 

BE IT RESOLVED that the Lenoir County Medi- 
cal Society in meeting assembled, express itself as 
being deeply appreciative of the life and work of 
Dr. Wooten, and 

BE IT FURTHER RESOLVED that a copy of 
these resolutions be sent to the family of Dr. 
Wooten, to the local press, to the North Carolina 
Medical Journal, and that a copy be kept in the 
permanent records of the Society. 

Paul F. Whitaker, M.D., Chairman 
H. Fleming Fuller 
W. Thomas Parrott 


FREDERICK WILLIAM LOUIS TYDEMAN, M.D. 


Frederick William Louis Tydeman, a member of 
the Mecklenburg County Medical Society since 1913, 
died in San Francisco, California, November 23, 
1952. Since few members of the Society today knew 
Dr. Tydeman, it is fitting to review briefly his 
career. 

Born in the Hague, Netherlands, on March 7, 
1888, the son of Admiral Guston Frederick Tydeman 
and Maria Antonia Tydeman, he received his early 
education in Holland, Coming to the United States 
in 1907 he secured a laboratory desk in the North 
Carolina Medical College in Charlotte to carry out 
some experimental work in chemistry. Becoming 
interested in medicine, he became laboratory assist- 
ant and thus paid his tuition through medical school. 
He graduated from the North Carolina Medical Col- 
lege in 1912 and led the State board that year. 

He returned to Charlotte to do clinical laboratory 
work, but in 1915 he left the medical work to be- 
come associated with the Royal Dutch Shell Group 
which was then beginning operations in the United 
States. After early training work in their Amster- 
dam laboratory, he was successively superintendent 
of their Wood River Refinery, Wood River, Illinois, 
vice president in charge of manufacturing and vice 

resident of the Shell Development Company, San 

rancisco, He retired in 1940 after 25 years of 
service. 

During all these years Dr. Tydeman maintained 
his interest in-medicine and his membership in the 
Mecklenburg County Medical Society and the Medi- 
cal Society of the State of North Carolina. An ac- 
complished amateur photographer, he took over the 
Department of Clinical Photography at Stanford 
University Hospital during World War II, when all 
of their photographers were called into service. 

Dr. Tydeman is survived by his widow, Constance 
Tydeman of San Francisco, a daughter, Mrs. Henry 
A. Griffin of Charlotte, and three grandchildren. 
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Dramamine 


The remarkable relief afforded by Dramamine 


in motion sickness has led to studies of its pos- 


sible value in allied conditions. 

Dramamine apparently depresses hyperstim- 
ulation of the vestibular apparatus. Thus it is 
an effective means of relieving the nausea and 
vertigo which characterize dysfunctions of the 


middle ear. 


Accepted Uses for 
Dramamine 


(BRAND OF DIMENHYORINATE) 
MOTION SICKNESS 


NAUSEA and VOMITING associated with 
pregnancy 
drugs (certain antibiotics, etc.) 
electroshock therapy 
narcotization 


VESTIBULAR DYSFUNCTION associated with 
streptomycin therapy 


VERTIGO in 
Méniére’s syndrome 
hypertensive disease 
fenestration procedures 
labyrinthitis 
radiation sickness 


> 
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; 
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ACCIDENT e HOSPITAL SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


COME FROM 60 TO 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Querterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
Single Double 

60 days in Hospital... 10.00 per day 
30 days of Nurse at Home aesasheeidirrsclanitakad- SDD re? doy 10.00 per day 
Laboratory Fees in Hospital 00 10.00 
Operating Room in Hospital. 00 
Anesthetic in Hospital. 00 
X-Ray in 0 
Medicines in Hospital “4 

COSTS (Quarterly) 


10. 

10. 

10.0 

Ambulance to or from Hospital pee 10.0 


$4,000,000.00 $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M.D. 


GREENSBORO, 
North 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address; GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


; ALL AL 
> PREMIUMS CLAIMS ¢ 
— 
Triple Quadruple 
1388 be doy 2898 
: .00 per da .00 per 
20.00 
30.00 40.00 
: 30.00 40.00 
j 30.00 40.00 
30.00 40.00 
30.00 40.00 
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...all the patients who represent the 
44 uses for short-acting NEMBUTAL 


Case after case from the 593 published reports shows that adjusted 
doses of short-acting NEMBUTAL can produce any desired degree of 
cerebral depression—from mild sedation to deep hypnosis. 
And with only about half the dosage of many other barbiturates, 
Your margin of safety is wide and the duration of effect short. And, 
since the drug is quickly and completely destroyed in the body, there 
is little tendency toward cumulative effect or barbiturate hangover. 
If you'd like to expand your experience with short-acting 

NeMBUTAL, write for your copy of the booklet, “44 Clinical Uses 


for Nemputar.” Just address a card to 
Abbott Laboratories, North Chicago, Illinois, Obbrestt 


In equal oral doses, no other barbiturate combines y bs I 
QUICKER, BRIEFER, MORE PROFOUND EFFECT than em uta 


(PENTOBARBITAL, ABBOTT) 


FOR BRIEF AND try the 0.1 Gm. ( 15s-gr. ) 
PROFOUND HYPNOSIS NEMBUTAL Sodium capsule 
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FSTABLISHED 1911 


“ WESTBROOK SANATORIU 


ivate psychiatric hospital em- Steff PAUL'V. ANDERSON, 
A psy P aff President 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment procedures—electro shock, in- Medical Director 
Agha IOHN R. SAUNDERS, M_D, 
sulin, psychotherapy, occupational and J 
recreational therapy—for nervous and ‘THOMAS F. COATES, M.D. 
mental disorders and problems of 
diction R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 


ALBUMIN 
SUGAR 
ACETONE 


ALLISON’S 
ocCULT BLOop WINDSOR” SUITE 
ce Beauty — Utility —~ Convenience 


The complete facility of operation, durable 
materials and fine craftsmanship make the 
“Windsor” suite the finest physicians’ furniture 
ever offered. 

May we have the pleasure of showing this fine 


furniture to you. 
by simply adding ONE drop of urine to ONE 
drop of reagent, Ru Drop Test offers a clinically 


ing of all urines by One Uniform Procedure in 


Gee Tost st your SUPPLY COMPANY 
ORGO PRODUCTS COMPANY RALEIGH ™ DURHAM 


WALTERIA, CALIFORNIA NORTH CAROLINA 


£ 
| 
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| How much 
does cost, 


HIN preseribing an infant feeding formula, you have doubt- 
less often been asked by the mother, “Is it expensive?” 


ae lor most families especially those with children—today’s dollar 


doesm’t stretch far. Hence the anxiety of mothers concerning cost. 


Sold at an extremely low price, Baker’s provides a 
relatively high protein content (an ample supply of 
MODIFIED essential amino acids), four sugars, added iron and 
Rho adequate amounts of vitamins A, D, thiamine, niacin 
and riboflavin. With Baker's, there’s no need to pre- 
scribe additional vitamins (except C). 
a eee Yet the average cost of feeding most infants on Baker’s 
Made from Grade A milk (U. S. Public Health 


Service Milk Code) which has been modified is only about $1.50 per week. An economical answer 


by replacement of the milk fat with animal and ° ee ° ate 
vegetable oils and by the addition of carbohy- to the question, Hlow much does it cost, doetor? 


drates, vitamins and iron. 


ic 
BAKER’S MODIFIED MILK 
THE BAKER LABORATORIES INC. & 
Main Office: Cleveland, Ohio Division Offices: Atlanta, Dallas, Denver, 
Plant: East Troy, Wisconsin Greensboro, N. C., Los Angeles, San Francisco, Seattle 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 


Alexander G. Brown, Jt M.D. 


Manfred Call, III, M.D 
M, Morris Pinckney, M.D. 


Alexander G. Brown, III, M.D. 


John D. Call, M 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, 


Orthopedics: 
Beverly B, Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology : 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, “S D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, MD. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hod a M.D. 


L. O. Snead 
Hunter B. Jr., M.D. 


William C, Barr, M.D 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C, Hough 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 


James K. Morrow, M.D. 
Thomas E. Painter, M.D. 


Director 


Daniel D. Chiles, M.D. 
Wendell T. Wingett, M.D. 


James L. Chitwood, M.D. 
Medical Consultant 


ry 
| 
| 
| 
| 
a 
| 
| 


February, 1953 ADVERTISEMENTS XXIll 


new uniform oral dosage 


H H 
NO \ j \ 
' 
in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
‘Tolserol should be given after meals. When ‘Tolserol is 
given between meals, it is desirable that the patient first 
drink 14 glass of milk or fruit juice. 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 


SQUIBB 


*TOLBEROL’ TIRES. U. 8. PAT. OFF.) IS A TRADEMARK OF E.R. SQuies & SONS 
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Compliments of 


| Wachtel’s, Inc. 


| SURGICAL 
SUPPLIES 


.-e-FOR BOTH DOCTOR 
AA 


AND PATIENT . 


65 Haywood Street 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephones: 1004-1005 


BRAWNER'S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
@ The name Sealtest is your Nervous and Mental Disorders, Drug 


guarantee of rich, wholesome and Alcohol Addictions 


dairy foods—healthful refresh- 
ment at its nourishing best. 


JAS. N. BRAWNER, M.D. 
Soulhem | Medical Director 
ALBERT BRAWNER, M.D. 
Dept. for Men 


JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 
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ICE CREAM 
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DOCTOR...now YOU can buy 


OSMOSE 


FENCE POSTS 


--. at our CARLOAD PRICE 


OSMOSE TREATED FENCE POSTS 


— Last 3 to 5 times longer — Resist termites! 


Doctors were among the first to appreciate the 
tremendous savings in time, labor and materials 
that were made possible by the use of Osmose 
Treated Fence Posts. Doctors everywhere have 
also been big boosters for these tougher, longer 
lasting posts! Because of this, we are making 
this offer in State Medical Journals throughout 
the South. 

As you may know, Osmose Treated Fence 
Posts are scientifically treated to make the cel- 
lulose fibers in the wood unpalatable to the tiny 
micro-organisms that normally feed on them. 
With their food supply cut off, these fungi either 


OSMOSE WOOD PRESERVING CO. 


die or look elsewhere for sustenance. 

Osmose Treated Fence Posts last up to five 
times longer, resist the attack of all wood de- 
stroying insects and are fire retardant. 

If you have a fairly large place, you can easily 
use 2000 fence posts, which is approximately 
the number of posts contained in a standard car. 
If not, perhaps one of your neighbors would 
welcome the oppor- 
tunity to share the 
surplus. Write us to- 
day for complete 
prices and data. 


fices and Mills 
7 throughout the South 
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It is 


yer, FRE 


YES, the A. M. A. Council Seal 


is awarded without payment 


of any fee 


or obligation to advertise. 


2, 


; : The manufacturers submit their products on a purely voluntary basis. 
i The evidence is reviewed—the claims are checked—the chemical 


; 5; i¢ laboratory makes the necessary tests and the results are examined by a 


xiguiailies = critical group of physicians in various fields of medicine. 


If the product is found satisfactory and necessary conditions are met, 
it is awarded Council Acceptance. This intensive examination by the 
Council is made without fee from the manufacturer—there is no pay- 
ment of any sort made. The Council's actions are based on purely the 
available evidence—not any financial consideration. 


If anyone tells you “they cannot afford Council Acceptance for their 
product,” you can discount it 100% —the chances are that members of 
his firm are not familiar with Council Rules or Standards, or did not 
realize that the product could be acceptable to the Council. 


This is one of a series of ad- 
vertisements designed to explain 
the Councils’ functions to you. 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


b The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones Vitamin Treatment Copyright 1952, HN. Alford, Atlanta, Ga: 


} 

ey 
> 
‘ 


XXVIII ADVERTISEMENTS February, 1953 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 


AND ASSOCIATES 


Catalog on Application 


Have You Ever Prescribed a Residence Elevator? 


Invalids, older folks and people with heart ailments can now travel safely and 
easily from floor to floor. 


These elevators are neat, safe, and 
quiet—they probably cost less than 
you think, 


Inclin-ator Elevette 

Travels up and down This passenger eleva- 

stairs. Seats fold up tor fits in stairwell 

when not in use. or other available 

Carries one or two ace. Carries one to 

persons, three persons. 

No overhead construction required. Operated 
by house current. Survey is free. 


MONARCH ELEVATOR & MACHINE CO., Inc. 


GREENSBORO. N. C. 


The eee FOR x 
EXCEPTIONAL 
Thompson CHILDREN 


Homestead Year round private 
home and school for PATRONIZE 
School infants, children and 


adults on pleasant YOUR ADVERTISERS 


250 acre farm near Charlottesville. 


Write for booklet. 
Mrs. J. BASCOM THOMPSON. Principal 
FREE UNION VIRGINIA 
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Modern €LECTROCARDIOGRAPHY 


The A.M. A. approved Burdick EK - 2 
Direct-Recording Electrocardiograph is a 
precision diagnostic instrument with 
simplified design. It enables the doctor 
or technician to take clear, reliable, and 
permanent cardiograms easily and 
quickly. The record is produced by a 
heated stylus moving over heat-sensitive 
paper. 

Lead-Selector switch has positions for 
all leads used in modern electrocardio- 
graphy: Std., 1, 2, 3, aVR, aVL, aVF, 
CF, CR, Ch. 


Powers & Anderson 
Norfolk, Va. Winston-Salem, N. C. 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, oecupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 
For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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XXIX 
\ 
a 
] ~ 
e 
APPALACHIAN HALL Asheville, North Carolina 


ADVERTISEMENTS February, 1953 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E, H. E. Taylor, M.D. J. T. Vernon, M.D. 


MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by rg oer methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 
time to the care and service of the patients. 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 


non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 
Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


XXX 
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be duplicated individually on the open market. 
1. Covers all types of disability. 


or kind of disease. 


Accidental Death 


Plan 1 $2,500 Principal $ 5,000.00 
Plan 2 5,000 Principal 10,000.00 
Plan 3 5,000 Principal 15,000.00 
Plan 4 5,000 Principal 20,000.00 


To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 
Below are some of the advantages to you in your Society’s Group Policy, which cannot 


2. Company cannot cancel or restrict your benefits, regardless of number of claims, 


3. Cost at least a third less, due to your Society’s special group rates. 


MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


PLANS AVAILABLE 


Dismemberment 
Benefits, Upto Sickness Benefits 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L, CRUMPTON, State Mgr. 


Protessional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Accident and Annual Semi-Annual 
Premium Premium 
$ 25.00 weekly $ 45.00 $23.00 
50.00 weekly 90.00 45.50 
75.00 weekly 131.00 66.00 
100.00 weekly 172.00 86.50 


($433.00 per month) 
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the hands the physician 


Often the critical evaluation of the drug to be administered is as 
important to the patient’s recovery as is the diagnosis of his con- 
dition. In each case correct procedures can be determined only 


by the physician. 


Chloromycetin is eminent among drugs at the disposal of the 
medical profession. Clinical findings attest that, in the hands 
of the physician, this widely used, broad spectrum antibiotic 
has proved invaluable against a great variety of infectious 
disorders. 


The many hundreds of clinical reports on CHLOROMYCETIN 
emphasize repeatedly its exceptional tolerance as demonstrated 
by the infrequent occurrence of even mild signs and symptoms 
of gastrointestinal distress and other side effects in patients 
receiving the drug. 

Similarly, the broad clinical effectiveness of CHLOROMYCETIN 
has been established, and serious blood disorders following its use 
are rare. However, it is a potent therapeutic agent, and should 
not be used indiscriminately or for minor infections—and, as with 
certain other drugs, adequate blood studies should be made 


when the patient requires prolonged or intermittent therapy. 


Chloromycetin 


well 


BROAD SPECTRUM ANTIBIOTIC 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
is available in a variety of forms, including: 


CHLOnoMYCETIN 250 mg., bottles of 16 and 100, 
CuLonomycerin Carsuces, 100 mg., bottles of 25 and 100, 
Capsuces, 50 mg., bottles of 25 and 100. 
CHLOROMYCETIN OPHTHALMIC OINTMENT, 1%, “s-ounce 
collapsible tubes. 
25 mg. dry powder 
for solution, individual vials with droppers. 
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For routine infant 
feeding. The basic 
Dextri-Maltose 
product. 


Evansville 21, Ind., U.S.A. 


Especially indicated for pre- 

; mature infants. Contains 50 

ae mg. ascorbic acid per ounce. 
llextri-Maltost 
To aid in counteracting 


constipation. Contains 
potassium bicarbonate. ‘ 


designed wich singleness of purpose 


Designed and manufactured specifically for infant formulas, 
Dextri-Maltose” has an unequaled background of successful clinical use. 
Safety for your infant patients is assured by the dry form of 

this carbohydrate, meticulous laboratory control at all stages in its 
manufacture, and hermetically sealed, key-opening cans. 
Dextri-Maltose is palatable but not sweet; does not 


create a ‘‘sweet tooth” in infants. 
Easily measured without spilling or waste and almost instantly 
soluble, Dextri-Maltose is convenient for the mother. 
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